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[THE ESSENTIALS OF FORENSIC 

MEDICINE 
By CYRIL JOHN POLSON, M.D., F.R.C.P. 
Barrister-at-Law * Professor of Forensic Medicine 
University of Leeds 
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London, E.C.1 
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it is best provided. 

72 pages. Price 2s. 6d. (postage 4d.) 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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Wm. Heinemann Medical Books Ltd., 99, Gt." Russell St., W.C.1 
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_ by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 10d. postage 
*‘ This is a unique book in medical literature . . . it is filled with 
practical hints as to how to overcome the disabilities of the 
various diseases which are described.’’—Practitioner. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the Medical Protection Society 


anc 
7 D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 
Association . 
Foreword by Professor R. V. BRADLAW, M.D.S. Dunelm, F.D.S., 
M.R.C.S. Eng. 
Professor of Oral Pathology, Durham University 
Director, Newcastle-upon-Tyne Dental School 


Expert guidance on the many problems which confront the dentist 


Demy 8vo 98 + viii Price 7 7s. 6d. net, plus 7d. postage 
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Vol. II (Sexual Offences: Obstetric and Crimina! ; Poisoning and Toxicology). 47 Illustrations. 80s. 
Vol. I. (General Forensic Medicine ; Psychiatry and the Law). 


INJURIES OF THE HAND 
By RONALD FURLONG, M.B., B.S., F.R.C.S. 
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DIGITOXIN with AMINOPHYLLINE 


Digitoxin 0.05 mg. 
Aminophylline 50.0 mg. 
For rapid digitalisation with increased diuresis in 
Congestive heart failure Cardiac asthma 
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Neo-Ferrum is ferric hydroxide 
prepared in colloidal form 
to facilitate rapid and maximal 
digestion and absorption. 
It is pleasant to take, does not 
stain the teeth or cause 
gastro-intestinal upset. P 
€ Neo-Ferrum provides the ideal preparation 


for all iron deficiency anaemia. 





Neo-Ferrum 


TRADE MARK 


PACKINGS: Liquid, tablets and pipette 
packings for infants. 
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need for vitamins, especially those of the 
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exert a beneficial effect even when the has been prescribed for over 100 years. It has been 


. : found by generations of practitioners to be the best 
diet appears to be adequate, Marmite is a preparation of opium as it does not cause the unpleas- 





yeast extract containing all the known ant after-effects usually attributed to opiates. It can 
factors of the vitamin B group ; it can easily be given over a considerable period and the effect 
be incorporated in the diet and is econo- remains invariably constant. 


Packed in 2-oz., 4-0z., 8-oz. and 16-oz. bottles, and 
for injection in }-oz. rubber-capped bottles, 
sterile, ready for use. 


WEPENT OH 
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in Pregnancy 


During pregnancy the demands on all 
maternal resources are increased. Diet, 
therefore, assumes a particular importance Regd. 
during this period. Marmite, taken as a ™ 
drink or in sandwiches, or used in cooking, 


is popular among expectant mothers and 
raises the level of the B vitamins in their diet. \\ F E R R Big 0 L TD , 
MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 
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MODERN TRENDS IN 
NEUROLOGY 


Edited by DENIS WILLIAMS, C.B.E., M.D., D.Sc., F.R.C.P. 


Neurologist, St. George’s Hospital, London; Physician National Hospital, Queen Square, London; 
Civil Consultant in Neurology to the Royal Air Force. 


The title Modern Trends has been followed literally in this new Series and each contribution 
is of marked contemporary interest, for the editor feels strongly that the volume should reflect 
its own epoch and not even the immediate past. There is little overlap of subject matter and 
each section is as complete in itself as rapidly advancing science will allow. Apart from this, 
a very special effort has been made for the book to appear in the shortest possible time after 
its inception; for this reason, therefore, the trends it describes are indeed modern. A number 
of chapters are directly concerned with anatomy, physiology, and pathology, and all the 
contributions are based on these subjects, and as a result as many of the essays are written by 
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Pp. xi + 350 + Index 80 illustrations 
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A NEW QUICK-ACTING 
SHORT-TERM ANALGESIC 
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| ‘Proponesin’ (tablets of « -/\*-piperideino-f- 
{ hydroxy-y-o-toloxy-propane hydrochloride) is 
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Headache’ by G. Cruikshink 1819 







equivalent in potency to and more rapid in onset of 
action than the commonly used analgesics. 
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For rapid relief of pain in :— “PROPONESIN TABLETS’ 
Herpes Zoster: Dysmenorrhcea:Toothache Each containing 100 mg. of active substance 
Headache - Sinusitis - Backache Bottles of 10 at 1/8 : 50 at 5/- : 250 at 17/6 


Basic N.H.S. prices. Purchase tax extra 


DOSAGE:— 

One or two tablets three or four times a day. Literature and trial packings are available on request 
Medical Department 
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Designed and patented by 
Armour and Company 
British Patent No. 668341 


Hydrocortisone Acctate 


SNUFF CAPSULES 





i Supplied as Hydrocortisone Acetate Insufflation Set, cons g 

for use of one Insufflator and 6 capsules each containing 15 mg. 
Hydrocortisone Acetate Snuff with inert substance. Also 

Reference : refills in bottles containing 6, 12 and 25 capsules. 


LANCET i (1936) 537 THE ARMOUR LABORATORIES 


ae — (Armour and Company Ltd.) 
HAMPDEN PARK, EASTBOURNE, ENGLAND 


Telephone : Hampden Park 740. Telegrams : Armolab, Eastbourne. 
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is a dressing of 
many parts 





‘Jelonet’ sterilized dressings were used in this breast reduction. This 
emphasises the diverse applications of ‘Jelonet’, from minor epithelial 
injuries, grafts, burns, compound fractures, deep granulating wounds 
to major surgery. 

‘Jelonet’ sterilized dressing, a Smith & Nephew product, is available in 
tins for immediate use in the hospital operating theatre or in your surgery 
and is made from specially woven open-mesh gauze, thoroughly andevenly 
impregnated with soft paraffin containing 1.25 per cent. Balsam of Peru. 

Because ‘Jelonet’ is compatible with all antibiotics and medicaments 
it may be used in combination with them. 
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SMITH & NEPHEW LTD - WELWYN GARDEN CITY 


JELONET 





Availability: 

For prescription on N.H.S. 
form E.C.10. Tins of 5, 10 or 
36 pieces (non-interleaved). 
Tins of 36 pieces (interleaved). 
Single pieces in sealed 
envelopes (for use in patients’ 
homes). Each piece 3}” x 3}” 
(9.52 cms x 9.52 cms). 

For hospital use only 

8 yard strips (folded zig-zag) 
32” wide (7.31 m x 9.52 cms). 
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nasal drops 


Anti-inflammatory Anti-allergic 


Anti-exudative Anti-bacterial 
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Dropper bottle of 8 ml. of 
aqueous isotonic suspension 
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Prednisolone acetate 
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Tetracyn 


TETRACYCLINE (PHOSPHATE BUFFERED) 


Routine laboratory tests and clinical experience have 


shown that the addition of phosphate to tetracycline 


results in higher serum concentrations and high urinary 


level following oral administration. Tetracyn ‘P’ capsules 
contain 250 mg. tetracycline and 380 mg. sodium metaphosphate 


and are available in bottles of 16 and 100. 


Sandwich — Manufacture of Raw Materials 


7 PFIZER PHARMACEUTICALS 


Folkestone — Processing of tablets, injections, etc. 
Manufactured and Processed at fize 


SANDWICH AND FOLKESTONE, KENT 


* Trade Mark of Chas. Pfizer & Co., Inc. 
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All the available evidence 
of the development of 
bacterial resistance 
points to the need forasafe 
and effective means of 
securing control of local 
infections without the 
employment of those 
antibiotics which are of 
greatest value for 
systemic use. 


bacterial 
resistance 


Maly arte h ec Raler-B lama deletalem Salli oh a 





FORMULA: Each gramme contains: 
Neomycin Sulphate 5mg. 

Zinc Bacitracin 250 units. 
1-Cystine 2mg. 

dl-Threonine 1 mg. 

Glycine 10mg. 

PACKS: 15 gramme Sprinkler 


15 gramme Collapsible Tube 


CICATRIN has advantages over existing 
modes of wound therapy for the follow- 
ing reasons:— 

* is bactericidal and bacteriostatic. 


%* minimizes the risk of the development 
of resistant strains. 

* is effective against most of the patho- 
gens including those resistant to 
penicillin and streptomycin. 


* Healing is stimulated by selected 
amino acids. 





%* is not cyto-toxic. 


%* is active in the presence of blood and 
tissue exudates. 


cream and powder 


amino acid 
and antibiotic 


* is non-allergenic. 





CREWE: ‘ys LONDON: 

Telephone: , CG A L M I iH L I M I T E D 2 Mansfield Street, W.1 

Crewe 3251-5 Tei: LANgham 8038-S 
AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA Terminal Building, York St., Toronto 
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Relief of 

Rheumatic Pain 
in 
General Practice 


1. Prompt relief by massive aspirin dosage 
without supervision 
It has been estimated that 8 out of 10 patients go 
to their doctors with some form of rheumatic 
complaint. 
In ali cases, the first aim is prompt relief, prefer- 
ably calling for no supervision in administration. 
An effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets.” 


2. Succinate prevents toxicity 


Clinical study* has shown that the calcium succinate 
in Berex prevents toxicity from massive dosage. 

The prothrombin level is maintained and there is 
no hemorr.iagic tendency, even after prolonged 
dosage. 

Your patients can enjoy prolonged relief, in 
safety, by reducing the initial dosage as soon as the 
pain diminishes. 

Side effects — including gastric — are fewer and 
milder, if present at all. 


3. Encourages tissue respiration 
Experimentally, by Warburg test, it has been shown 
that the inhibitory action of salicylate on tissue 
respiration is completely offset when it is combined 
with succinate. Succinate encourages cellular 
respiration and stimulates the respiratory enzyme 
systems. It is to this stimulating action that the 
beneficial effect of succinate is attributed. 

RHEUMATIC PAIN, it is estimated, 
***No abnormal prolongation of prothrombin time brings 8 out of 10 patients to the 
even after 68 days of succinate-salicylate.” ‘“‘The surgery. Prompt and prolonged 
results also show that this succinate-salicylate formu- relief can safely be given, in all 
lation combines safety and efficacy, permitting wide forms of rheumatism, by adminis- 
use both for treatment and maintenance without the tering Berex in massive and 
excessive supervision required in many other forms prolonged dosage. No supervision 
of therapy.” Delaware State Med. J., 1954, 26, 22. is required. 


BERE X...... 


For prompt relief of pain associated with all forms of rheumatism. 





FORMULA: Calcium succinate 2°8 gr. acetylsalicylic acid 3-7 gr. 


IN TABLET FORM: basic N.H.S. price 4/84d.—100 tablets; 
24/3d. — 600 tablets. 


BEREX HAS NEVER BEEN ADVERTISED TO THE PUBLIC 


A professional sample will gladly be sent on request to 


MEDICAL DEPARTMENT 
CLINOD PHARMACEUTICALS LTD., BELVUE ROAD, NORTHOLT, 
GREENFORD, MIDDX. 
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Angina pectoris 












Triethanolamine trinitrate 


PRAENITRONA 


Prevents attacks of angina pectoris or at least reduces the severity and frequency of attacks 


For maintenance treatment, 1 —2 tablets 3 or 4 times a day 


Packings: 50 - 500 - 1000 tablets, each of | mg. 


Praenitrona is prescribable on N.H.S. Form E.C.10 


SCHERING A. G. BERLIN / GERMANY of 


Sampies and literature are available upon request from the sole distributors for the U.K.: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London, W. | 
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. Wrought iron sign at Mere, Wiltshire, England, circa 1730. 


... that has stood the test of time 


When Fersolate was introduced as the first compound ferrous 
sulphate tablet nearly 25 years ago it was considered a distinct 
advance on existing methods of giving iron. Today, Fersolate 
still holds a pre-eminent place in iron therapy. Time, and 
the experience of countless doctors throughout the world, have 
amply proved its efficiency, palatability and undoubted 


FERSOLATE 


TRADE MARK 


economy. 


The time-tested formula 
Exsiccated ferrous sulphate 3 gr. Copper sulphate 1/25 gr. Manganese sulphate 1/25 gr. per tablet 
Known in some markets as FERSOLIN 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 
Subsidiary Companies and Agents in most countries 
11 
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Even for your 
problem patient 


For patients who are sensitive to aspirin, for 
asthmatics and for those with a history of allergy, 
Panadol is a valuable alternative to routine 
mild analgesics. 

Panadol does not exacerbate the symptoms of 
peptic ulcer (where aspirin may even cause bleed- 
ing) and, unlike preparations which contain 
codeine, it does not cause constipation. 


ANADO 


Trade Mark 


Contains no aspirin in any form 


Tablets, 0-5g , N-acetyl-p-aminophenol, in 
cartons of 20, bottles of 100, 500 and tins of 2,500. 


= 9-8 4 @ PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 
Associated exporting company: WINTHROP PRODUCTS LTD, 
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PREDICTABLE ANTACID THERAPY 





rapidly relieves gastric pain 


I 

2 safely buffers excess acid 
3 non-alkalising 

4 non-constipating 

5 


stable, consistent and predictable 


Prodexin tablets provide the advantages of alumina buffer therapy without 
its disadvantages. The tablets are pleasant to take and when slowly sucked provide 
antacid control comparable with that obtained by drip therapy. Prodexin, however, 
does not aggravate acid secretion. 


Cartons of 30 singly 
P RO D EX i N wrapped tablets. 
Dihydroxy aluminium aminoacetate...o-9 gm. 

Dispensing packs & 


i ESTE ° , 
Magnesium ons » — of 240 tablets (basic 


N.H.S. cost 30/44.) » & 





€¢. tL. BENCARD LTD - PARK ROYAL - LONDON - N.W.10 
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(4, 4’-diacetoxy-diphenyl)-( pyridyl-2)-methane 


the modern 


contact laxative 


for oral and 


rectal administration 








Stirs the sluggish bowel into action. 


Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 30 and 200 
F Dulcolax suppositories of 0.01 g.- Boxes of 0 and 50 
lll LEWIS LABORATORIES LTD., LEEDS 9 
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For Allergies ALLERCUR 


Highly effective Antihistamine 
No side reactions - No symptoms of tiredness 


Forms of application: Syrup - Dragees - Ampoules - Ointment 


SCHERING A.G. BERLIN/GERMANY 


Samples and literature are available upon request from: 
Pharmethicals (London) Ltd., 20, Gerrard Street, London W. 1. 
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SMITH & NEPHEW 


Wherever P.A.S. is indicated THERAPAS (calcium 4-benzamido- 
salicylate) may be used. It is better tolerated by the patient and has a 
slightly sweet, not unpleasant taste. —,TTHERAPAS is as effective as 
P.A.S. in delaying the emergence of streptomycin resistance. Its value 
in the treatment of genito-urinary tuberculosis is well established. 





THERAZID is a convenient combination of ‘Therapas’ and 
‘Pycazide’. For domiciliary treatment in particular THERAZID is 
the drug of choice. Patients complaining of gastro-intestinal upset 
and monotony of dosage of P.A.S. and isoniazid therapy will be 
happier and more co-operative on THERAZID. Available as 
powder or cachets. 





PYCAZIDE is the Smith & Nephew name for isoniazid. 
PYCAZIDE syrup (blackcurrant flavoured) is available to permit 
greater flexibility of dosage than is possible with PYCAZIDE tablets, 
and is particularly suitable in the treatment of children. One tea- 
spoonful is approximately equivalent to 20 mg. of isoniazid. 





P.A.S. and isoniazid are combined in PYCAMISAN cachets in 
five different strengths enabling “made to measure” dosage to be 
prescribed with the least waste of time and effort. PYCAMISAN 
cachets are practically tasteless and easy to swallow and their use 
offers distinct advantages in domiciliary treatment of tuberculosis. 





*‘PARAMISAN SODIUM’ is the sodium salt of P.A.S. 
(sodium aminosalicylate B.P.). It is recommended in the combined 
chemotherapy of all the forms of tuberculosis. It is rapidly absorbed, 
rapidly excreted, and of low toxicity. 

The cachet form of ‘PARAMISAN SODIUM’ (‘PASHETS’) 
makes oral dosage possible without any unpleasant taste in the mouth. 
Twelve cachets provide a day’s requirements of the drug. 
*PARAMISAN SODIUM’ is also available in tablet form and 
in ampoules for local injection. 





As an alternative to isoniazid NUPASAL-213 (o-hydroxybenzal 
isonicotinyl hydrazone) may be used in cases which have already 
exhibited toxicity to isoniazid, for the toxicity of NUPASAL-213 is 
virtually nil. 





Dosages and presentations of any or all of these drugs will gladly be 
sent on request as space does not permit those details to be given in 
this advertisement. 





ot 
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SMITH & NEPHEW PHARMACEUTICALS LTD - WELWYN GARDEN CITY - HERTS 
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DRAMAMINE* IN VERTIGO 


Labyrinthine Disturbance 


Long recognised as a standard for the management of motion 


sickness, Dramamine has become accepted in the control of 


a variety of other clinical conditions characterised by vertigo. 


Vertigo, it has been claimedf, is primarily due 
to a disturbance of those organs of the body that 
are responsible,for body balance. When the posture 
of the head is changed, the gelatinous substance in 
the semi-circular canals begins to flow. This flow 
initiates neural impulses which are transmitted to the 
vestibular nuclei. From this point impulses are sent 


to different parts of the body to cause the symptom , § , 


complex of vertigo. 

Some impulses reach the eye muscles and cause 
nystagmus - some reach the cerebellum and skeleta! 
muscles and righting of the head results ; others acti- 
vate the emetic centre to result in nausea, while stil 
others reach the cerebrum making the person aware 
of his disturbed equilibrium. Vertigo may be caused 
by a disease or abnormal stimuli of any of these tissues 
involved in the transmission of the vertigo impulse, 
including the cerebellum and the end organs. 

A possible explanation of Dramamine’s action is 
that it depresses the overstimulated labyrinthine struc- 
ture of the inner ear. Depression, therefore, takes 
place at the point at which these impulses, causing 
vertigo, nausea and similar disturbances, originate. 
Some investigators have suggested that Dramamine 
may have an additional sedative effect on the centra! 
nervous system. 

Repeated clinical studies have established Drama- 
mine as valuable in the control of the symptoms of 
Meniere’s syndrome, radiation sickness, hypertension 
vertigo, the vertigo of fenestration procedures, laby- 
rinthitis and vestibular dysfunction associated with 
antibiotic therapy, as well as in motion sickness. 

Any of these conditions in which Dramamine is 
effective may be classed as “ disease or abnormal 
stimuli ”’t of the tissues including the end organs 
(gastro-intestinal tract, eyes) and their nerve pathways 
to the labyrinth. 

Dramamine (brand of dimenhydrinate) is supplied in 
tablets of 50 mg. in bottles of 12, 36, 100and 1000tablets 
and in cartons (10 strips of 10 tablets). G. D. Searle 
& Co., Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 


* Reed. Trade Mark 


t* Dizziness ” : Vertigo and Syncope, G.P. 8:35 (Nov.) 1953. 


SEA KLE 





The site of Dramam‘ne’s action is probably in tie 
labyrinthine structure. 


DR; PIl6 
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ACH RON, 


TETRACYCLINE 


BUFFERED WITH SODIUM METAPHOSPHATE 


Absorption is faster... blood 


AcHROMyYCcIN V is Lederle’s latest con- 
tribution to medical science. It results 
from intensive research on methods of 
increasing the therapeutic potency of 
AcHRomyciIn tetracycline—already recog- 
nised as today’s foremost self-sufficient 
broad-spectrum antibiotic. AcHRomycIN V 
consists of ACHROMYCIN tetracycline 
buffered with sodium metaphosphate— 
believed to have the ability of binding 
certain metalions present in the intestinal 
tract, which, when free, combine with 
some of the tetracycline and prevent its 
absorption. ACHRomycIN V is now available 


LEDERLE 


LABORATORIES 


to doctors who want the maximum benefits 
from oral therapy with ACHROMYCIN. 
Initial clinical investigations show that 
ACHROMYCIN V possesses all the acknow- 
ledged clinical virtues of ACHROMYCIN 


_tetracycline plus the following advantages: 


It is more rapidly absorbed from 

the intestinal tract; 

It provides higher blood levels of 

tetracycline more rapidly; 

The high tetracycline levels attained 
with AcHRomycIN V are noticeable even 
within the first hour or two after ad- 
ministration. 
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ACHROMYCIN V can be used for the same 
| wide range of infections for which AcHRo- 
MycIN tetracycline has been employed. 
SUGGESTED DOSAGE: As for ACHROMYCIN, i.e. 
for the average adult, 1 Gm. pDaArLy in 
divided doses. 

ACHROMYCIN V is presented in capsules 
containing 250 mg. AcHRomycin tetra- 
cycline, and 380 mg. Sodium Metaphos- 
phate. 


Bottles of 16, 100 and 1,000 Capsules. 
* 


1 
Regd. Trademark. 


CPYANAMID OF GREAT BRITAIN LTD., LONDON, W.C.2 
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When spring 
means Hay Fever 


NEOPHRYN With Antihistamine 





nasal spray safely relieves the 
symptoms of allergic rhinitis. 
Nasal congestion is relieved and 

local irritation reduced, without 
rebound congestion or other 


troublesome side-effects. 























Trade Mark 
with Antihistamine 


1-m-hydroxy-a-methylaminomethyl benzy/ 
alcohol HCl 0.5%, with thenyldiamine 
HCI 0-1%, supplied in a yellow plastic 
atomiser. Basic N.H.S. cost : 2s."8d. 


> ay q \/ ¥\ Nn i / 
rT \ Say JAE 2 4 PRODUCTS LIMITED 
gs > Yve 7 | ‘3 \ \ fj 
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| Ti Y- a4 v ae, ei Wy / hii! Neville House, Kingston-on-Thames, Surrey 

| ‘\ ye HE} 4 /f// Associated exporting company: WINTHROP PRODUCTS LTD. 
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CALCIUM-PENICILLIN V 


the most efficient 


oral penicillin 


Calcipen-V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy: 


rapid onset of action reliable absorption 


sustained blood levels on 4 to 6 hourly dosage 





Tablets of 60 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 
Tablets of 120 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 


Detailed literature will be gladly sent on request 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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Scratches 








burns and 


grazes 


plus 


summer’s 





\ irritations 


bites stings and rashes 
are quickly 
soothed by 


ANETHAINE 


TRADE MARK 


Ointment: 1% amethocaine in water—miscible base: ? oz. tubes 


GLAXO LABORATORIES LTD., GREENFORD, 
MIDDLESEX, BYRon 3434 
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For allergic conditions in children.... 





NEW 






Sandosten Syrup 


(with Calcium-Sandoz) 


%& Regd. Trade Mark for thenalidine, an antihistamine 


Bottles of 7 fl. oz. | Basic N.H.S. price: 7/- 
SANDOZ PRODUCTS LIMITED, LONDON W.|I 
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the newest proven modification of PAS for safe, acceptable, convenient and 
therapeutically reliable performance in combined regimens with Isoniazid. 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our 
Research Laboratories in 1948, is an acknowledged contribution to tuber- 


culotherapy. 
ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble. 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 
CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient’s 
co-operation in carrying out instructions. 


PACKINGS 
CALCIUM B-PAS EZCrEGS 


Powders: Tins of 150 and 500 x 3.5 g. envelopes 
Cachets: ,, ,, 80and 400x1.0g. 
Sodium B-PAS (Wander) also available in 1.5 g. Cachets 


*B-PASINAH? (B-PAS plus Isoniazid) 


Powders: Calcium B-PAS aguas 3.5 g. 
Isoniazid .. 87.5 mg. 
Tins of 150 and 500 


Cachets: Calcium B-PAS anensas, 1g. 
Isoniazid ... 25 mg. 
Tins of 100 and 500 


Full Abstracts from Literature on B-PAS, also details of institutional quantities and prices sent on request. 


*PASINAH’ Cachets of 1.5 g. Sodium PAS and 17, 25, 33 or 50 mg. Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, 

Tasmania. NEW ZEALAND: A. Wander Ltd., Christchurch. INDIA: Khatau Valabhdas & Co., 

Indian Globe Chambers, Fort Street, Fort, Bombay, 1. PAKISTAN: Grahams Trading Co. 
(Pakistan) Ltd., P.O. Box. 30, Karachi. CEYLON: A Baur & Co. Ltd., Colombo. 
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Antistin-Privine 


ANTI-ALLERGIC AND DECONGESTANT 








IMMEDIATE RELIEF 


IN HAY FEVER AND OTHER 


ALLERGIC RHINORRHOEAS 





Prolonged freedom from symptoms 


follows a single application 


POCKET NEBULISERS * ‘DROPPER BOTTLES 


Antistin-Privine contains 0.5% Antistin (2-phenylbenzylami hyl-imidazoline 
sulphate) and 0.025%, Privine ( 2-naphthylmethyl-imidazoline nitrate) 





CIBA 


‘Antistin’ and ‘ Privine’ are registered trade marks. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone ; Horsham 4321 Telegrams ; Cibalabs, Horsham. 


14/5 























25 








Tue Lancet] THE LANCET GENERAL ADVERTISER [June 22, 1957 












Pattern for. 


ff 


O77 
Za 


Today 


‘@ 
























Today, the preference is for oral rather than 
parenteral treatment—provided it is as effec- 
tive. Penicillin-V has precisely this advantage, 
giving clinical results consistently comparable 


with injectable penicillin. It achieves this end 


because, unlike penicillin-G, it is remarkably 
stable in gastric secretion. Penicillin-V gives 
higher blood levels than other oral penicillins 
and is more potent, dose for dose. When peni- 


cillin is indicated, let Penicillin-V-Lilly be the 


choice. 

Average Dose: 125mg. (200,000 units) four times daily, in- 
creased in severe infections. 

*Pulvules’ 125mg. and 250mg. 


Suspension Paediatric 62.5mg. per 5cc. 


Also as 
Tablets and Suspension Penicillin-V-Sulpha Lilly. 





 PENICILLIN- 


eo eee Garay xs 








ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Upon many of its victims, hay-fever imposes an almost 
intolerable burden . . . a life sentence of disrupted summers. 
To such patients, ‘ Actidil’ can mean the rediscovery of 
summer’s pleasures. Most potent of all antihistamines, 

* Actidil’ is remarkably quick to take effect. Indeed, the 
interval between administration and onset of relief has been 
reduced to a matter of minutes. Yet these exceptional benefits 
are available to patients of all ages, for ‘ Actidil’ has a 
particularly wide safety margin and little tendency to evoke 
the drowsiness and other side-effects so often associated with 


antihistamine action. 


TODAY’S MOST POTENT ANTIHISTAMINE 
yet safe for your youngest patient 


FOR ADULTS 
Tablets (2°5 mgm.) : Bottles of 25, 100 ; 


‘ACTIDIL’ 
and 500 
FOR INFANTS AND CHILDREN 


BRAND 


TRIPROLIDINE HYDROCHLORIDE Elixir (1 mgm. ‘ Actidil’ per fluid 






a 43 hal 
ao ‘ 
on Be 





drachm) : Bottles of 20 fl. oz. 


BURROUGHS WELLCOME & CO., LONDON 
(THE WELLCOME FOUNDATION LTD.) 
and 18, MERRION SQUARE, DUBLIN. Telephone Dublin 65751-2 
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Permit the hay fever patient 


to get out and about 


The hay fever patient views the summer months with 
dread, but his anticipation and indeed, the realisation 
of his pleasures and activities need not be marred. 
With modern therapy, the distressing symptoms can 
be adequately controlled. 


Piriton, an improved antihistamine, is unexcelled in 
the degree and speed of relief that it affords and its 
freedom from side-effects. 


Piriton is available in a wide range of practical 
dosage forms to suit all ages. 


PIRTETON 


(Chlorpheniramine maleate) 


Piriton Duolets in bottles of 25 and 250 Duolets; 

Piriton Tablets in bottles of 25 and £00 tablets; 

Piriton Injection in ampoules of 1 c.c. in boxes of 
5 and 100 ampoules; 

Piriton Syrup in bottles of 4 fluid ounces. 
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ATRIAL SEPTAL DEFECT AND ITS 
SURGICAL TREATMENT 


D. Evan Beprorp 
M.D. Lond., F.R.C.P. 
PHYSICIAN, DEPARTMENT OF CARDIOLOGY 


T. Hotmers SELLOoRS 
D.M., M.Ch. Oxfd, F.R.C.S. 
THORACIC SURGEON 


WALTER SOMERVILLE 
M.D. N.U.1., F.R.C.P. 
ASSISTANT PHYSICIAN, DEPARTMENT OF CARDIOLOGY 


J. R. BeLcuer 
M.S. Lond., F.R.C.S. 
ASSISTANT THORACIC SURGEON 


E. M. M. BestermMan 
M.A., M.D. Camb., M.R.C.P. 
‘SENIOR REGISTRAR 
MIDDLESEX HOSPITAL 


ATRIAL septal defect (4.S.D.) is the most frequent single 
congenital malformation of the heart encountered in 
clinical practice, yet its clinical diagnosis has only been 
accomplished during the past twenty years. In 1875 
Rokitansky gave a masterly account of the pathological 
anatomy of A.8.D. and its embryological basis, distin- 
guishing two main anatomical forms—namely, defects 
of the septum primum and of the septum secundum. 
Moreover, he stated explicitly that, in certain septum- 
secundum defects, the inferior vena cava opened partly 
or mainly into the left atrium, a fact which has been 
much ignored until surgeons became aware of it quite 
recently. The association of 4.s.D. with mitral stenosis 
was described by Corvisart (1811) and later by Lutem- 
bacher (1916), whose name is now linked with this 
combined lesion. 

Little was known of the clinical signs of a.s.p. until 
Assmann (1921) first identified its radiological features 
and thus paved the way to its clinical diagnosis. When 
Roesler, in 1934, analysed 62 recorded necropsy cases, 
only 1 of them had been correctly diagnosed during life 
(by Maude Abbott). Within the next few years, the 
clinical diagnosis was being made with assurance (Bed- 
ford, et al. 1941); but anatomical confirmation of the 
diagnosis, in this relatively benign lesion, was of necessity 
infrequent, and its distinction from various forms of 
pulmonary hypertension remained difficult. The advent 
of cardiac catheterisation has now provided a means of 
verifying the diagnosis of a.s.p. during life, and of 
elucidating its pathological physiology. 

Thus the stage was reached when surgical correction of 
A.S.D. could be envisaged, and in 1947 Cohn suggested 
suturing the right atrial wall to the margins of the defect. 
In 1948 Murray, after experiments on dogs, closed an 
A.S.D. in a child by external suturing, and in 1952 Bailey 
introduced the operation of atrio-septopexy. Another 
method of closing the defect without opening the heart 
has been introduced by Sondergaard and modified 
by Bjork and Crafoord (1953), and by Edwards et al, 
(1955). Direct suturing of the a.s.p. by opening the heart 
was introduced by Gross et al. (1953) using an “ atrial 
well,”’ but this did not allow visual control. Closure of the 
A.S.D. under direct vision with the heart open was first 
accomplished by Lewis and Taufic (1953) employing 
hypothermic anzsthesia, and this method has since been 
developed by Swan et al. (1953, 1955) and employed by 
Brock and Ross (1955) in this country and by Derra 
(1956) in Germany. 

To anyone who has studied the anatomical complexities 
of a.S.D. the advantages of direct vision must seem 
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decisive, and now that hypothermic anesthesia has 
become safe (Swan and Blount 1956) we believe that 
open heart surgery is the method of choice in the closure 
of uncomplicated A.s.p.s. 

The indications for surgical treatment have to be 
considered in relation to the anatomical variety of the 
A.S.D. and to the clinical findings and complications. 
Therefore we shall briefly review the clinical features and 
complications encountered in 100 consecutive cases of 
A.S.D. which we have investigated since commencing its 
surgical treatment at the Middlesex Hospital a year ago. 


Anatomy of Atrial Septal Defect 

It is essential to relate the septal defect to the main 
anatomical landmarks visible within the right atrium— 
namely, the two caval openings, the eustachian valve, the 
orifice of the coronary sinus, and the tricuspid valve. 
Unfortunately, all of these can rarely be identified in 
published pathological figures, but Rokitansky’s exquisite 
illustrations are an exception and his book is still our best 
guide to the anatomy of a.s.pv. However, a purely 
embryological classification is inadequate for the surgeon, 
and the following anatomical classification is based on 
examination of pathological specimens, on published 
necropsy findings, and on the surgical experience of 
ourselves and others. 

Atrio-ventricular defects. (Persistent ostium primum ; 
endocardial cushion defect; partial common atrio- 
ventricular canal.) (Fig. 18.)—This form of 4.3.D. overlies 
the tricuspid orifice and is crescentic in shape, its base 
being formed by the upper part of the ventricular septum 
and the attached mitral and tricuspid valves. The aortic 
leaflet of the mitral and the septal leaflet of the tricuspid 
valve are often cleft and malformed, causing valvular 
incompetence. An associated ventricular septal defect 
is common, as Rokitansky showed, and there may be a 
common atrio-ventricular (A-V) canal. 

Fossa-ovalis defects. (Persistent ostium secundum.)— 
The normal fossa ovalis is bounded above by a muscular 
annulus and its floor is covered by a membrane or 
so-called valve which may be partly or wholly defective, 
or fenestrated. Small defects occupy the upper part of 
the fossa ovalis, but larger defects may extend to the 
orifice of the inferior vena cava; in 8 of Rokitansky’s 
cases the inferior vena cava opened either into both 
atria equally, or mainly into the left atrium. When the 
A.S.D. lies astride the inferior caval orifice its anterior 
limb may be continuous with the eustachian valve which 
thus forms the lower margin of the defect (fig. lez). In 
such cases, if the anterior and posterior margins of the 
defect are sutured together at operation, the vena cava 
will be shut off from the right atrium and so will com- 
municate only with the left atrium. The following forms 
of fossa ovalis may be recognised : 

(a) Defects of the upper part of the fossa ovalis below the 
annulus (widely patent foramen ovale) (fig. 1c). 

(b) Large fossa-ovalis defects surrounded by a complete 
margin of atrial septum, and separated from the inferior caval 
orifice (fig. 1p). 

(c) Defects astride the inferior caval orifice which thus 
opens into both atria or mainly into the left atrium if there is 
a large eustachian valve (fig. lz). Occasionally small defects 
overlie the caval orifice leaving the fossa ovalis intact (Hickie 
1956). 

(a) Large fossa-ovalis defects in which the posterior septal 
rim is lacking or rudimentary, so that the right pulmonary 
veins communicate virtually with both atria (fig. L¥F). 

Superior-caval defects.’ (Sinus-venosus defect; high 
defect.) (Fig. 1¢.)—Thesé are located immediately below 
and adjacent to the orifice of the superior vena cava, and 
above and separate from the fossa ovalis which may be 
intact or may contain a second defect. Anomalous right 
pulmonary veins may open into the superior vena cava 
or into the right atrium adjacent to the septal defect. 
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Fig. |—Anatomy of atrial septal defect, viewed from right atrium. 


(A) Normal atrial septum. 
complete septal rim. (E) 


(B) a-v type of defect. 
Low fossa-ovalis defect 


(C) Widely patent foramen ovale. 
astride 


(D) Fossa-ovalis defect with 


inferior caval orifice with large eustachian valve. 


(F) Large fossa-ovalis defect without any posterior septal rim ; pseudo-anomalous right pulmonary veins. (G) Superior 
caval type of defect, showing entrance of right upper pulmonary veins. 


This type of A.s.D. is probably less common than the 
A-v type ; it was found once in 10 necropsies reported by 
one of us and was diagnosed in 3 of our 100 clinical 
cases. It has been fully described by Hudson (1955), 
by Lewis et al. (1955), and by Ross (1956). 


Combination of defects —The three main anatomical 
types may occur in combination; thus an a-v defect 
or a superior caval defect may be associated with a 
fossa-ovalis defect, or a single large defect may extend 
from the superior to the inferior caval orifice. 


Physiology 


In uncomplicated cases, blood is shunted from the left 
to the right atrium so that the output of the right ventricle 
is increased, and the pulmonary blood-flow usually 
reaches two to four times the systemic flow which is 
normal or slightly reduced. As long as the vascular 
resistance in the lungs remains normal, the pulmonary 
arterial pressure does not rise appreciably unless the 
pulmonary flow is very large, when a moderate degree 
of hyperkinetic pulmonary hypertension results. Obstruc- 
tive pulmonary hypertension, due to an increased resis- 
tance in the small arteries, or to thrombosis of the larger 
arteries, or both, occurred in 15% of our cases. As the 
vascular resistance rises, the shunt through the A.s.p. 
is reduced, balanced, or sometimes reversed. A bidirec- 
tional or reversed shunt is recognised by the appearance 
of central cyanosis, by the clinical signs of pulmonary 
hypertension, and by a reduced arterial oxygen satura- 
tion. eal 


Cardiac catheterisation was performed in 87 of our 100 
cases, including all those submitted to surgery. The 
diagnosis of, 4.s.D. was confirmed by (a) a significant 
increase in oxygen saturation of blood samples from the 
right atrium and beyond compared with those obtained 


from the superior vena cava; (b) easy and usually 
repeated passage of the catheter from the right into the 
left atrium through the septal defect, accomplished in 50 
cases. 

Estimation of the actual shunt through the defect must 
be regarded at the best as an approximation. In 83 
cases, the calculated pulmonary blood-flow was less than 
twice the systemic in 9, twice or more in 39, thrice in 21, 
and four times or more in 5 cases. In 9 cases the shunt 
was balanced or reversed, and the arterial oxygen 
saturation reduced (63-89%). The pulmonary arterial 
pressure, recorded in 85 cases, was below 30 mm. systolic 
in 59 cases, 30-50 mm. in 15 cases, and over 50 mm. in 
11 cases in which the vascular resistance was elevated. 
Anomalous pulmonary veins entering the right atrium 
or superior vena cava, or both, were demonstrated by 
catheterisation in 10 cases (11%). 


Incidence 


Wood (1956) found a.s.p. in 18% of 900 cases of 
congenital heart-disease investigated, of which it was the 
most frequent single lesion. In regard to sex incidence, 
females predominated and constituted 69% of our cases. 
In the past, A.S.D. was not often diagnosed until adult life, 
but today it is more frequently recognised in childhood 
often at routine radiography, and 57% of Wood's patients 
were under twenty. A recent paper entitled Atrial Septal 
Defect in the Aged (Coulshed and Littler 1957) indicates 
that it is occasionally compatible With longevity. The 
ages of our patients were : 





Age | ‘ ‘ 
(years) 1-9 10-19 20-29 | 30-39 40-49 | 50-59 | 60-69 
Cases 1l 23 28 12 13 9 | 4 
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Clinical Diagnosis 

The usual clinical signs of A.s.D. are now well estab- 
lished (Bedford et al. 1941, Barber et al. 1950, Leatham 
and Gray 1956) and therefore need only be enumerated 
briefly. The cardiac impulse is of right ventricular type 
and often displaced to the left, there is a systolic lift over 
the outflow tract of the right ventricle and pulmonary 
artery, and in 20% of our cases there was a pulmon.- 
ary systolic thrill. The stethoscope reveals a pulmonary 
systolic murmur loudest in mid-systole, sometimes a 
systolic ejection sound, and an obviously split second 
sound which varies little with respiration. A diastolic 
murmur of relative pulmonary incompetence was heard 
in 20% of our cases and occurred when the pulmonary 
artery was grossly dilated or when there was pulmonary 
hypertension. A short delayed tricuspid diastolic murmur 
was present in over half of our cases, and is due to an 
increased flow through the tricuspid valve. The pulmon- 
ary systolic murmur is often audible at the apex. The 
pulse is small or normal in volume, and the blood- 
pressure normal or rather low. 

Radiological findings include enlargement of the right 
atrium and ventricle, dilatation of the pulmonary trunk 
and main branches, and pulmonary plethora. The aorta 
is usually small and the aortic knuckle may be invisible 
in the anterior view. Exaggerated pulsation of the right 
ventricle and pulmonary trunk, sometimes accompanied 
by a hilar dance, is valuable evidence of a large shunt. 
Calcification of the hilar branches was seen in 4 of our 
cases and in 3 a dense immobile right branch indicated 
thrombosis. 

The electrocardiogram showed partial or complete right 
bundle-branch block in 72 cases, and right ventricular 
hypertrophy without bundle-branch block in 18 cases. 
In 8 cases the electrocardiogram was unusual, showing 
left axis-deviation in 7, and right axis-deviation combined 
with left ventricular hypertrophy in the chest leads in 
one case. In 2 cases the electrocardiogram was normal. 


Clinical Diagnosis of Atrio-ventricular (Ostium-primum) 
Defects . 

An A-V type of 4.s.D. may be associated with malformed 
mitral and tricuspid valves, with a ventricular septal 
defect, or with a common atrioventricular canal, and it is 
mainly by these complications that it can be recognised. 
Its surgical repair is hazardous and usually needs more 
time than is available under hypothermia, so that its 
clinical recognition has become a major diagnostic 
problem. 

The a-v defect is not common, for it was found only 
once in 10 necropsies by Bedford et al. (1941), and in 5 
cases, verified by operation or necropsy, out of 85 cases 
investigated by Blount et al. (1956); and its incidence 
at operation in America has been estimated at 10-15% 
(Brandenburg and DuShane 1956). We made the diag- 
nosis of an A-v type of defect in 13 of our present 100 
cases, and so far we have successfully excluded it in all 
cases submitted to surgery. 

Generally the heart enlarges early, symptoms appear in 
childhood, and pulmonary hypertension is common. 
Those with a common 4-V canal usually die in infancy or 
childhood, but those with less complex types of lesion 
may attain adult life. Rogers and Edwards (1948) 
mention 5 patients who survived the age of thirty ; 
Bedford et al. (1941) a patient aged forty-four, and 
Cahen et al. (1952) one aged forty-nine; and one of 
Rokitansky’s attained the age of sixty-one. So an A-v 
type of defect cannot be excluded by age. 

The diagnosis has been discussed by Cahen et al. (1952), 
by Blount et al. (1956), by Brandenburg and DuShane 
(1956), by Toscano-Barbosa et al. (1956), and by 
Wakai et al. (1956). In any case of A.S.D., an A-V type 
may be suspected on one or more of the following grounds : 
(1) unusual cardiac enlargement in childhood; (2) 
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physical underdevelopment and mongolism; (3) pul- 
monary hypertension occurring below the age of twenty ; 
(4) pansystolic murmur of mitral (or tricuspid) incompe- 
tence ; (5) evidence of left ventricular hypertrophy in 
the electrocardiogram ; (6) a left-to-right shunt at both 
atrial and ventricular levels ; (7) bacterial endocarditis ; 
(8) complete heart-block. 

The most characteristic clinical finding is a loud pan- 
systolic murmur, sometimes with a thrill, heard at the 
apex or left sternal edge, and due to mitral or tricuspid 
incompetence, or possibly to a ventricular septal defect. 
There may be both 
systolic and dia- 
stolic murmurs, 
in which case 
mitral stenosis 
is simulated: 
the term faue 
syndrome de 
Lutembacher has 
been coined 
(Cahen et al. 
1952). A left 
ventricular 
thrust may bé 
appreciable — at 
the apex-beat. 
Bacterial endo- 
carditis occurred 
in 1 of our cases 
and in 3 of those 
analysed by 
Rogers and Edwards (1948), whereas it is exceptionally 
rare in fossa-ovalis defects. 

The electrocardiogram showed left .axis-deviation and 
horizontal heart pattern in 7 cases, in 5 of which there 
was also partial right bundle-branch block in the chest 
leads. In 2 cases the chest leads showed left ventricular 
hypestrophy as reported by Blount et al. (1956). A 
prolonged P-R interval is common; left bundle-branch 
block and complete heart-block have also been reported 
(Cahen et al. 1952). 

Cardiac catheterisation may suggest a low atrial shunt, 
a shunt at both atrial and ventricular levels, or (we 
believe) a shunt mainly at ventricular level. The catheter 
may pass readily into the left ventricle and its track 
through the a.s.p. is said to be peculiar, though this 
should be interpreted with caution. 





Fig. 2—Radiograph showing localised dilatation 
of superior vena cava in case of high atrial 
septal defect. 


Diagnosis of Superior Caval Defects 

Radiographs may show a localised dilatation of the 
superior vena cava just above the right atrium (fig. 2). 
Cardiac catheterisation may show arterialised blood in 
the superior vena 
cava compared with 
samples from the 
innominate vein, or 
samples from the 
upper part of the right 
atrium may be more 
oxygenated than those 
from the lower part. 
Sometimes the cath- 
eter can be passed 
directly from the 
superior vena cava 
into a pulmonary vein 
(fig. 3). 


Complications of 
Atrial Septal Defect 


Obstructive pulmo- 
nary hypertension 
occurred in 15 of our 





Fig. 3—Radiograph showing catheter 
passing from superior vena cava 
into right upper pulmonary vein 
in case of high atrial septal defect. 
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100 cases, in 7 of which the shunt was reversed, in 3 
balanced, and in 5 from left to right. 2 with thrombosis 
and calcification of large pulmonary branches were not 
catheterised, and in another cyanosed patient the diag- 
nosis was made by angiocardiography. The pulmonary 
systolic pressures ranged from 50 to 118 mm. Hg, and 
the vascular resistances from 3-5 to 38 units (1 unit 
80 dynes per sec. perem.—*). All showed clinical signs of 
pulmonary hypertension. 2 patients were under twenty 
years of age and both probably had a-v defects. 4 were 
between twenty and thirty, 3 between thirty and forty, 
and 6 over forty years. Only 1 patient was submitted to 
surgery, namely a woman aged forty with a pulmonary 
systolic pressure of 75 mm. and a vascular resistance of 
3-5 units, but there was a 4:1 shunt from left to right 
and the hypertension was mainly hyperkinetic. 

Pulmonary stenosis—Wood (1956) found mild pul- 
monary stenosis in 10-15% of all cases of A.s.D., and it 
was diagnosed clinically or suspected from catheter 
findings in 11 of our 100 cases, in 2 of which the diagnosis 
was confirmed at operation. However, we are sceptical 
of the diagnosis of mild pulmonary stenosis, based on a 
pressure gradient across the pulmonary valve, in cases of 
A.S.D. with a large pulmonary flow when a condition of 
‘* relative stenosis ’’ exists. 

Mitral stenosis.—There is much discrepancy between 
post-mortem statistics and clinical or surgical experience 
in regard to the incidence of mitral stenosis in 4.s.D. Thus 
mitral stenosis occurred in 4 of 10 necropsies but in only 
4 of 43 clinical cases of Bedford et al. (1941), and Burrett 
and White (1945) estimated its incidence as over 50% of 
all cases of A.S.D. at necropsy. It was diagnosed on clinical 
or other grounds in 6 of our 100 cases of A.s.D., in 3 of 
which the diagnosis was confirmed at operation. 

Atrial fibrillation was present in 10 of our cases, in 1 
of which it developed after operation. 5 of them had 
mitral stenosis, and all were over the age of forty except 
1 with mitral stenosis aged twenty-four. 

Anomalous pulmonary veins opening into the right 
atrium or superior vena cava were recognised in 10 of our 
100 cases at catheterisation and once at operation. In 1 
case where a right pulmonary vein was thought to open 
into the right atrium at catheterisation, it was found at 
operation to be just on the left side of the small posterior 
septal margin of the 4.s.p. It is especially in the high 
superior caval defects that anomalous right pulmonary 
veins are of surgical importance. We are not considering 
here total anomalous pulmonary venous drainage which, 
of course, is invariably associated with an A.s.D. 


Clinical Course 


According to post-mortem statistics, the average age 
at death is between thirty-six and thirty-seven years 
(Burrett and White 1945), over half surviving the age of 
forty. In a.s.p. complicated by mitral disease, Bouvrain 
and Sibille (1954) give the average age at death as forty 
years. 

Although A.s.p. is a congenital lesion, its consequences 
are acquired and develop gradually over the course of 
years as a result of the right heart being overloaded. In 
uncomplicated cases, cardiac. symptoms are usually mild 
or absent up to the age of twenty, after which some cardiac 
enlargement is common, and a grossly enlarged heart was 
found in 20% of our cases aged between twenty and forty, 
and in 60% of those over forty. 

Congestive heart-failure oceurred in 15 cases, 3 of them 
under thirty, and the remainder all over forty. 5 of these 
have already been operated on, and another may become 
fit for surgery, but the rest are unsuitablé because of their 
age and general condition, or of complications. 

To summarise, serious cardiovascular changes begin 
to develop after the age of twenty, and after the age 
of forty gross cardiac enlargement is present in over 
half. 
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Indications for Surgical Treatment 

With a heart lesion whose course is benign up to the 
age of twenty and sometimes even up to the age of forty 
the indications for surgical treatment are obviously 
related to the operative risk. Wood (1956) expresses this 
view as follows: ‘‘ Until the mortality is under 5%, 
uncomplicated cases with 2: 1 shunts should certainly be 
left alone.’’ Accepting this view, we believe that today 
the operative mortality in uncomplicated cases should 
not exceed 5% at a centre dealing with a large number of 
cases and where a safe hypothermic technique is in 
routine use. 

It is true that published statistics indicate an overall 
operative mortality of about 10% for fossa-ovalis defects ; 
but these statistics are already out of date, and in 
properly selected cases the operation has now become 
far safer. In A-v defects, of course, the operative 
mortality is much higher (probably over 50%), and 
we have not attempted to close them under hypo- 
thermia. 

The proper time to close an A.s.D. is surely before the 
right ventricle and pulmonary vasculature have become 
irreversibly damaged, so that normal function may be 
restored to a relatively intact heart. We believe, there- 
fore, that uncomplicated fossa-ovalis defects with a shunt 
of 2: 1 or more should be closed as soon as the diagnosis 
is established and preferably before the age of twenty, 
even in the absence of cardiac symptoms. In practice, 
we are often faced with the problem of older patients with 
advanced heart-disease, or even heart-failure, and these 
patients have to be operated on unless there are contra- 
indications to surgery. 

Mitral stenosis is no contra-indication to closure of an 
A.S.D. provided that the stenosis is relieved at the same 
time by valvotomy, and we have performed this combined 
operation in 3 cases with excellent results. Slight pul- 
monary stenosis is likewise no bar to closing an A.S.D., 
and if necessary a valvotomy can be done at the same 
time. 

Pulmonary hypertension of hyperkinetic type, due to 
a large flow and without a seriously elevated vascular 
resistance, is no contra-indication, but obstructive pul- 
monary hypertension is another matter. When the shunt 
is balanced or reversed, closure of an A.S.D. can only do 
harm. Even when the shunt is still from left to right, 
closure of an A.S.D. in the presence of serious pulmonary 
vascular disease removes the safety-valve action of a 
potential right-to-left shunt during exertion and virtually 
reproduces a state of primary pulmonary hypertension. 
Surgical experience indicates that closure of an A.s.D. 
complicated by obstructive pulmonary hypertension is 
hazardous (Bolton et al. 1957; Blount, personal com- 
munication), and we believe that the reward is unlikely 
to be great. When an 4.s.D. is associated with systemic 
hypertension, as happens occasionally in older patients, 
its closure is likely to lead to left heart-failure and is 
therefore, we believe, contra-indicated. 

The a-v type of A.s.D. is a complex anatomical 
lesion and its surgical repair is not only hazardous 
but must usually require more time than is available 
under hypothermia. Atrio-septopexy has proved unsuc- 
cessful in this type of defect (Bolton et al. 1957); so its 
closure requires open heart surgery by means of an 
artificial circulation. Closure of high superior caval defects 
under hypothermia has been described (Lewis, et al. 
1955, Derra 1956) but we have not yet attempted it. 

To sum up, our contra-indications to closing an 
A.S.D. under hypothermia are at present: (1) A-v 


type of defect ; (2) reversed shunt with cyanosis; (3) 
obstructive pulmonary hypertension with high vascular 
resistance ; (4) systemic hypertension ; and (5) advanced 
age and poor general condition. On one or more of these 
grounds 39 of our 100 cases of A.s.D. were rejected as 
unsuitable for surgery. 
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Surgical Experience 
Closure of an A.8.D. by open heart surgery under hypo- 
thermia has been performed during the past year at the 
Middlesex Hospital in 40 patients (28 female and 12 
male) aged six to fifty-five years : 


(yout) | 1-9 | 10-19 | 20-29 | 30-39 40-49 © 50-59 
Cases 6 8 16 3 6 1 


The heart was grossly enlarged (cardio-thoracic ratio 
over 60°%) in 8 cases, considerably enlarged in 10 cases, 
and in the remainder moderately or slightly so, the right 
atrium being mainly involved. 5 patients had congestive 
failure before operation, and 3 had atrial fibrillation. 
Shunts, caleulated in 38 cases, were less than 3:1 in 
21 cases, 3: 1 or more in 14, and 4: 1 or more in 3. The 
pulmonary arterial systolic pressure was normal in 32 
cases, 30-50 mm. in 6 cases, and 75 mm. in 1 case. The 
pulmonary vascular resistance was normal in all but 2 
cases where it was slightly elevated. 

All those submitted to operation had fossa-ovalis 
defects separated from the tricuspid valve, though some 
very large defects extended beyond the normal confines 


of the fossa ovalis, reaching the inferior caval orifice in 9 ° 


cases, and also the superior caval orifice in 2. There was 
no posterior septal residue in 2 cases. 


Hypothermic Anesthesia 

This was administered by Dr. Sellick in all cases, 
employing surface cooling and following the method 
developed by Virtue in Swan’s clinic, with certain modifi- 
cations (Sellick 1957). The important points in our 
technique are that an wsophageal temperature of 30°C 
at the time of circulatory arrest is regarded as ideal, and 
that rewarming by plastic water blankets is started as 
soon as the patient leaves the cold bath. This degree of 
cooling permits circulatory arrest for at least seven 
minutes with safety and probably for a maximum period 
of ten minutes. Neostigmine is injected into the coronary 
circulation via the proximal aorta before opening the 
heart and this we believe to be an important protection 
against ventricular fibrillation. 

During hypothermia the heart-rate was usually slow 
(about 40). Atrial arrhythmias were common and com- 
plete heart-block was sometimes encountered, but 
ventricular fibrillation occurred only twice and was due 
in both cases to technical errors. In one it was brief and 
responded at once to electrical defibrillation; in the 
other it occurred when the heart was open and the circula- 
tion arrested, so that it could not be dealt with until 
closure of the A.s.D. had been completed, when it 
responded io electrical defibrillation combined with 
transfusion of blood directly into the right ventricle. 


Surgical Technique 

The patient is removed from the bath after cooling to 
31-32°C (esophageal temperature) and placed supine on 
the operating-table, lying on and also covered by plastic 
water blankets through which water at 40°C is circulated 
by a pump. Even with immediate rewarming, the tem- 
perature continues to drop another 0-5-2°C, and the 
maximum drop to about 30°C is timed to coincide as 
near as possible to the period of circulatory arrest. Lower 
temperatures are unnecessary and predispose to dangerous 
ventricular arrhythmias. 

We have largely followed the technique introduced by 
Swan of suturing the defect under direct vision through 
the open right atrium during temporary arrest of the 
circulation. Simple suture is sufficient to maintain 
closure; for, once the shunt has been eliminated, the 
tense and distended right atrium becomes retracted and 
flaccid so that the suture line is not under tension or likely 
to cut out. 
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Operation 

A bilateral thoracotomy is used for exposure of the 
heart. A long transverse incision is made from one axilla 
to the other across the chest in the submammary region. 
The skin and underlying muscles are retracted to expose 
the fourth intercostal spaces and the pleural cavities are 
opened through these intercostal muscles. Internal 
mammary arteries are secured between ligatures and the 
sternum cut across before opening up the incision with 
rib spreaders at each end of the wound. 

The extrapericardial fascia and fat is divided and 
dissected free to the upper limit of the pericardium which 
is then opened along its left border and across the lower 
border as far as the level of the right phrenic nerve. This 
triangular flap of pericardium is retracted to the right 
and sutured over the lung. The superior vena cava is 
then encircled by a tape below the level of the azygos 
vein, a procedure which involves incision of a posterior 
pericardial fold which lies just in front of the right 
pulmonary artery. The inferior vena cava is similarly 
controlled by a tape after incision of the pericardium 
where it is reflected on to the diaphragm. The tapes are 
threaded through lengths of rubber tubing which, when 
pressed downwards, can act as tourniquets. A special 
clamp is then placed with one blade through the trans- 
verse sinus and the other lying across the base of the 
pulmonary artery and the aorta (fig. 4). A small incision 
is made into the lateral wall of the right atrium and the 
bare index finger inserted into the heart. The edges of 
the defect are explored and the presence and size of the 
eustachian valve estimated. The finger is passed through 
the defect into the left atrium where the mitral valve 
can be palpated; should it be stenosed, valvotomy is 
carried out. Next, the finger is passed through the 
tricuspid valve and through the right ventricle into the 
pulmonary outflow tract. In nearly every case it is 
possible to feel the pulmonary valve itself and estimate 
any stenosis. The atrial wall is clamped as the finger is 
withdrawn and the incision enlarged within the confines 
of the clamp to 21/,-3 inches. 

The heart is occluded from the circulation by tightening 
the tape tourniquets completely on both venze cave, 
after which it is allowed to beat 10-20 times to empty 
itself of blood before the arterial clamp across the aorta 
and pulmonary artery is closed. Neostigmine, 0-03 mg. 
per stone (14 lb.) body-weight, is then injected into the 
aorta proximal to the clamp so that it reaches the coron- 
ary circulation, and the clamp is then shifted downwards 





Fig. 4—Method of arresting the circulation by tape tourniquets round 
both venz cavz and a clamp across aorta and pulmonary artery. 
Incision in right atrium controlled by clamp. 
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to occlude the orifices of the coronary 


arteries. The right atrial clamp is now 
removed and a quantity of blood gushes 
out which is sucked away while the edges 
of the atrial incision are retracted. Con- 
tinuous suction is required to keep the 
atrium free of blood so that the septum 
is visible. The lower margin of the defect 
is then picked up by a suture (000 plastic 
or silk suture), and, using traction on 
this first stitch, the suture is continued 
upwards to the upper end of the defect ; 
any bands or Chiari network can _ be 
included in the suture. The end of this 
continuous suture is tied to a separate 
suture and two or three small interrupted 
reinforcing stitches are added. 

Before closure of the defect is com- 
pleted, the anzsthetist inflates the lungs 
and distends the left atrium with blood, 
so excluding all air from the left heart. 
The right atrium is then filled with 
Ringer’s solution and one of the caval tourniquets is 
released. As the right atrium quickly fills with blood, 
the edges of the incision are held upwards and clamped 
when all air has been expelled. The second caval tour- 
niquet is released and the clamp on the great arteries is 
removed. The heart, which has been blue for some 
minutes, becomes pink in patches and as the circulation 
is restored rapidly regains its normal colour. The 
incision in the right atrial wall is closed by continuous 
suture. The pericardium is loosely closed and the chest 
incision is sutured after insertion of closed drainage 
tubes into each pleural cavity. 

The operation in most cases has been straightforward 
and the defect has usually been closed in four to five 
minutes. Difficulties may occur in the case of low defects 
astride the inferior caval orifice without any lower septal 
rim. If the defect is closed from above, a lower border 
or ridge is produced which overlies the caval orifice so 
that it communicates with both atria. The lower edges 
of the defect must be sutured to the posterior margin of 
the caval orifice or to the adjacent floor of the left 
atrium so as to direct the caval flow into the right atrium. 
Another problem arises if the lower border of the defect 
is formed by a large eustachian valve which is continuous 
with the anterior limb of the defect and merges into the 
posterior atrial wall (fig. 1). If the valve is included in 
the suture line, the defect will have been closed but the 
inferior vena caval flow will be directed entirely into the 
left atrium, causing central cyanosis. 

This happened in 3 of our cases. 

In the first, nothing unusual was noticed until some time 
after operation when central cyanosis developed. 

In the second, cyanosis was recognised on completion of 
the operation, the chest was reopened, and the circulation was 
again arrested for four minutes at 33°C. On reopening the 
right atrium, the eustachian valve was found to have been 
sutured into the edges of the defect. The stitches were removed, 
the valve cut across, and the defect was then reclosed. 

In the third case, after closure of a very large defect a post- 
operative examination of the arterial blood showed a reduced 
oxygen saturation suggesting that some of the inferior caval 
blood was entering the left atrium. A second operation under 
hypothermia was undertaken later, and the right atrium was 
explored. It appeared that the inferior vena cava had not been 
excluded from the left atrium, and the lower end of the defect 
was resutured. However cyanosis persisted and seemed to be 
relieved by temporary occlusion of the vena cava. The inferior 
vena cava was therefore divided and transplanted into the 
anterior wall of the right atrium, but the patient’s condition 
deteriorated and death resulted. At necropsy, it was found 


that the upper sutures had stenosed the superior vena caval 
orifice and directed it partly into the left atrium. 

In order to overcome some of the technical difficulties 
in cases of low defects, an obturator has been designed for 
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(a) ‘ 


(b) 


Fig. 5—Radiographs (a) before and (b) six weeks after closure of atrial septal defect and 
mitral valvotomy. Female aged 40 with Lutembacher syndrome. Note diminution in 
size of right atrium. 


insertion into the inferior caval orifice, which is thus held 
open instead of being buckled or narrowed by the tape 
tourniquet. The eustachian valve is held anteriorly so 
that the lower edge of the defect can be more accurately 
defined. This manceuvre is now carried out in all cases 
where the defect lies astride the inferior caval orifice 
and where a eustachian valve is palpated at preliminary 
digital exploration. 


Postoperative Complications 

Apical pneumothorax occurred in 10 cases but has now 
been avoided by the routine use of apical drainage tubes. 
Small pleural effusions, mainly on the left side, developed 
as a rule but always resolved spontaneously. Pericardial 
and pleuro-pericardial friction usually persisted for seven 
to ten days after operation. In one patient the rub 
persisted for three weeks with some pyrexia, and in 
another a febrile episode resembling the mitral post- 
valvotomy syndrome occurred two months after opera- 
tion. Partial collapse of the left lower lobe occurred in 
4 cases, paralysis of the left diaphragm in 1, and a tran- 
sient Horner’s syndrome was observed twice. Post- 
operative abdominal pain, sometimes accompanied by 
nausea and vomiting, and suggestive of mild ileus occurred 
in 4 cases and these symptoms have been reported by 
others. Cerebral symptoms occurred in 2 cases, one 
described later, and also in the last patient to be operated 
on who is improving. 


Postoperative arrhythmias were recorded in 15 cases— 
namely, atrial fibrillation in 3, atrial flutter in 3, ectopic 
supraventricular tachycardia in 6, and nodal rhythm in 
3 cases. Sinus rhythm was restored in all but 2: in one 
with a very large heart fibrillation has persisted, and in 
another recent case flutter is still present. 


Results 

There was no operative or postoperative mortality 
apart from the one fatality, after a second operation, 
already described. The immediate benefit to those with 
very large hearts and heart-failure or serious cardiac 
symptoms was remarkable. Failure disappeared, effort 
tolerance increased, and the heart became much quieter. 
There has also been a gain in weight and improvement in 
general health in poorly nourished patients. In those 
without seriously enlarged hearts, the benefit of closing 
the A.s.D. can be assessed only in future years, but most 
of them are less conscious of an overactive heart and feel 
better. There is every reason to expect that restoration 
of normal cardiac function will prevent the progressive 
cardiac and arterial changes which usually occur in older 
patients, and that their expectation of life has been 
prolonged. 
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The clinical features, hemodynamic 
findings, and complications in 100 con- 
secutive cases of atrial septal defects are 
briefly given and the indications for and 
contra-indications to surgical treatment 
are discussed. 

Uncomplicated fossa-ovalis (ostium- 
secundum) defects can be closed under 
hypothermia with little operative risk, and 
this should be done preferably before the 
age of twenty years, when the heart and 
pulmonary vessels are intact; but even 
after the age of forty, and when the heart 
is grossly enlarged, operation may still 
give good results. 

Atrio-ventricular (ostium-primum) 


defects cannot safely be closed under 

(a) (b) hypothermia, and their clinical diagnosis 

Fig. 6—Radiographs (a) before and (b) six months after closure of atrial septal defect. is discussed. Obstructive pulmonary 
Male aged 20. hypertension with a seriously elevated vas- 


. 
There were two unsatisfactory results in which, as 
already stated, the inferior caval blood was deflected 
into the left atrium in closing low septal defects. 


In one, a boy aged 15, nothing untoward was noticed until 
after operation when there was a transient cerebral disturbance 


followed by tachycardia. Four months later, there was slight’ 


central cyanosis and clubbing of the fingers, and pyrexia due 
to infected tonsils. Following tonsillectomy, an angiocardio- 
gram was performed, contrast medium heing injected through 
a catheter into the inferior vena cava. This showed that most 
of the inferior caval blood entered the left atrium. The patient 
is now convalescing from tonsillectomy after which it is 
planned to operate again and resuture the A.s.D. 

The second case has already been described. 

Postoperative cardiac catheterisation has so far been 
performed in 12 cases. In 7 of them catheter findings 
were completely normal and in 3 of them compatible 
with an insignificant residual shunt. In 2 cases appreci- 
able shunts persisted; in one a shunt of 9 litres per 
minute was reduced to 3 litres, and in the other an 
1l-litre shunt to. 4-5 litres. Curiously enough the last 
patient was the one who showed most dramatic benefit 
from operation. Before it, she had a very large heart and 
was completely incapacitated by failure ; but her heart 
became much smaller and she is now back in full-time 
employment. Anomalous pulmonary veins, recognised at 
operation in this case, were directed into the left atrium, 
but others may have been overlooked. 
Postoperative Clinical Signs 

The most obvious change was that the overactive 
heart became much quieter; the right ventricular sys- 
tolic lift diminished or disappeared and the apical 
impulse became less forcible. A pulmonary systolic thrill, 
present before operation in 7 cases, always disappeared 
and the systolic murmur diminished or sometimes dis- 
appeared. Splitting of the second sound usually became 
closer or confined to inspiration, but in 10 cases wide 
splitting persisted unchanged. The tricuspid diastolic 
murmur always disappeared, but a mitral diastolic 
persisted in 3 cases with mitral-valve disease. A pul- 
monary systolic ejection sound when present always 
persisted, and in 9 cases it only appeared after operation. 
It was difficult to compare heart size in preoperative and 
postoperative chest films, owing to cardiac displacement 
and a higher level of the diaphragm postoperatively ; but 
large hearts became obviously smaller and the right 
atrium was always less prominent (figs. 5 and 6). Changes 
in the electrocardiogram often indicated a diminution 
of right ventricular predominance in chest leads V1 and 
V6. 

Summary and Conclusions 


The anatomy of atrial septal defects is described with 
special reference to their surgical repair. 


cular resistance is regarded as being usually 
a contra-indication to surgical closure of an atrial septal 
defect. 

The closure of atrial septal defects by open heart 
surgery under hypothermia is described and the results 
of operation in 40 cases are given. There was only one 
fatality, following a second operation undertaken to 
resuture the defect. In another case, an unsatisfactory 
result was due to deflection of the inferior vena cava into 
the left atrium. In the remaining cases the immediate 
results have been satisfactory. 


We are indebted to numerous colleagues for referring cases 
of A.s.D. to us, especially to Dr. J. W. Brown and Dr. R. 
Kemball Price. Some of our cases were investigated at the 
National Heart Hospital and we are grateful to Dr. Paul 
WwW _ director of the Institute of Cardiology, and to Dr. 
N. A. J. Hamer and other registrars for their valuable help 
and coédperation. We also wish to thank Mr. J. W. Jackson 
who has assisted at all operations, Mr. E. Bridger, chief cardio- 
logicgl technician, and Miss E. Hewland, medical artist, who 
have always been present in the operating-theatre. 
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On the British North Greenland Expedition of 1952-54 
there was an opportunity to study the effect of the polar 
environment on the twenty-nine men who were exploring 
an area at about latitude 77° N, some 800 miles from the 
North Pole (Lewis and Masterton 1955). There were two 
laboratories, one at the edge of the inland ice at Britannia 
Se, and the other (a smaller station ‘‘ Northice’’), 
almost 300 miles out on the inland ice and manned by 
three scientists. 

There are two main climatic phenomena in the polar 
circles—the extreme cold, and the periods of light and 
darkness which are seasonal and not diurnal as 
in the lower latitudes. At 77° North there is a summer 
period of continuous sunlight and a winter period of 
darkness, each lasting about 3 months. 

The effect of the environment was studied on the sleep 
pattern of men used to a diurnal cycle, observations 
being made on the number of hours slept over the seasons, 
the effect of specific duties, and the relationship of dis- 
turbed sleep to the taking of naps. In this study artificial 
situations were not imposed experimentally, the records 
being made in natural surroundings. 

Each member of the expedition was issued with a 
specially printed sleep-card (fig. 1) which he filled in daily. 
At the end of every month the completed card was 
exchanged for a new one, and at the end of the expedition 
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the information was transferred to a punch-card system 
and the results extracted, each month being adjusted to 
31 days. Sleep/wakefulness patterns were plotted for 
groups and individuals (fig. 2) after the method adopted 
by Kleitman and Engelmann (1953). 

Periods of sleep not longer than 3 hours, and separated 
by at least 1 hour from the main sleep of the day, 
were defined as 
‘“naps.”’ This 
implied that a 
nap was “ sleep 
taken with the 
clothes on.”’ It 
could usually be 
identified on the 
sleep-card as an 
isolated line. 
Interrupted 
sleep appeared 
on the cards as 
a discontinuous 
line on which 
the interrup- 
tions represen- 
ted the time 
awake. Record- 
ing of either 
naps or inter- 





SLEEP FRACTION 
OCTOBER 3! DAYS 








0 6 12 18 24 
HOURS 


Fig. 2—Sleep wakefulness pattern derived from 


the sleep-card (fig. |). The hatched areas 
represent the fraction of the month spent in 





ruptions was 
not difficult, for 
the cards were 


sleep. There is a steep descent of the line which 
separates sleep from wakefulness, and the hours 
after 0900 are not involved in sleep, except for 


OATE Day's ACTIVITY AND PLACE 


the nap at 1300. (After Kieitman and Engelmann 


usually well- 1953.) 


documented 
with regard to time, frequency, and suggested causes of 
sleeplessness. Examples are seen in fig. 1. 


Results 

The results are shown in figs. 3-9. 

Total sleep.—In a group of five men whose sleep-cards 
were complete for 24 months, the mode was at 229 hours 
per month (7-4 hours sleep per night). 
If all available sleep-cards from the 
whole expedition were included, the 
mode was at 220 hours per month 
(7-1 hours per night) (fig. 3). The 
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Fig. |—Sleep-card. This shows the typical distribution of sleep during a month for a man in 


the U.K, 





mean sleep of individual subjects was 
7-9 hours per night (s.D. =0-82). There 
was no relation between the age of 
the subject and his hours of sleep. 

Time of awakening.—There was 
great variation in the time at which 
members awoke (calculated as a 
monthly mean). Greenwich Mean 
Time (G.M.T.) was observed through- 
out, the local noon being 1430 hr. 
G.M.T. In the first 2 months the time 
of awakening ranged between 0600 
and 1000 hr., but as the winter pro- 
ceeded the range increased until the 
month of January which showed the 
widest dispersal from 0800 to 1600 
hr. In early spring the range con- 
tracted again, but in midsummer 
became large, from 0500 to 1300 hr. 
In the autumn there was contraction. 
The variations were considerably less 
in the second year, but the mean time 
of getting up was later—namely, 
nearer 1200 hr. Fig. 4 shows that the 
variation of awakening was due to the 
random time at which individual 
members awoke. 

Time of going to sleep.—In the first 
two months the times of going to 
sleep were between 2100 and 0100 hr. ; 
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Fig. 3—Distribution of total monthly sleep of all members, and of a 
group of five whose cards were c plete for 24 th 
. 





with the onset of the winter this range widened, so that 
in January the mean times ranged from 1300 to 0300 hr. 
The range contracted in the spring, but in the summer it 
broadened again to 1900-0100 hr. The pattern was 
repeated in the second year. 

Fig. 4 shows that the variation in the group was due 
to individuals’ random time of going to sleep, likewise 
calculated as a mean time over the days of each month. 

Effect of continuous darkness.—Sleep-wakefulness 
graphs, drawn for the group over the winter months, 
showed deviations from the conventional pattern illus- 
trated by fig. 2. An example is the card shown in fig. 5. 

Effect of continuous sunlight.—In the summer months 
there was rearrangement of sleep. An example is shown 
in fig. 6. As with the winter darkness, the total sleep per 
month was not appreciably altered. 

Effect of specific duties—Radio and weather observa- 
tion were two duties at 0600 hr. Fig. 7 shows the differing 
sleep rearrangement in two men (A and B) who had to 
be awake at that time. As the season progressed, B 
{but not A) took the bulk of his sleep each night after 


the duty. A slept 1-4 hours longer than B (nightly 
average). 
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ig. 4—Times of awakening and going to sleep for three individuals. 
Open circles represent times of awakening ; closed circles times of 
going to sleep. The variation of the times for the group is seen here 
to be caused by variation in individuals’ times. 


’ spring (fig. 8). 
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Monthly varia- Lor " 
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smaller in the — 
tl "Fig. S—Sleep/wakefulness graph for one 
summer montnas, member. 


except for July, 
1952, which gave a mean of almost 36 interruptions per 
man, due to seasickness on the voyage to Greenland. 
Naps.—The monthly mean for the expedition was 
lowest in August, 1952, and in September, 1953. There 
were peaks in mid-winter, especially January, when the 
number of naps per person per month was over 25 
(fig. 9). In individuals, however, the taking of a nap did 
not closely follow nights of interrupted sleep. 


Discussion 
Living Arrangements 

The cycles of sleep and wakefulness in man are deter- 
mined largely by the influence of the community (Gesell 
and Amatruda 1945), which in turn has derived its 
pattern from the diurnal solar cycle of light and darkness. 
Apart from other considerations, it is economical—in the 
broadest sense—to sleep. during the darkness and be 
active during the light hours. 

This is a perfectly reasonable arrangement in almost 
all parts of the globe. In the polar regions, however, the 
period of light and darkness is not diurnal but seasonal. 

Visitors to Northern Norway during the summer often 
comment that there is much activity in the streets in the 
broad daylight of midnight ; but a careful study of the 
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pattern of members. This might 
represent a truer physiological state 
of affairs than the conditioned pattern 
which reflects rather a sociological 
picture. 

On the British North Greenland 
Expedition the men did not live as a 
strictly organised community. As 
long as the scientific programme or 
domestic work of the day was done, 
there was no reason why one should 
not take sleep at any time during the 
24 hours. Some of the scientific pro- 
gramme required attendance at defi- 
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Fig. 6—Sleep-card for a member who slept mainly between” midnight and 1000 at the base 
laboratory, but between 0800 and 1800 when sledging. He preferred to travel during the 


“ night’ when the snow surface was harder. 


habits of the residents of Tromso (Kleitman and Kleitman 
1953) showed that this was not the case, and that in fact 
communally they did conform to the diurnal sleep/ 
wakefulness pattern. The activity in the streets is usually 
associated with the departure of a ship, and soon after- 
wards the town is completely quiet, for they keep much 
the same hours as people in the rest of the civilised world. 


There was confirmation of this when the ship of the British 
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maintained, since the 
community is organ- 
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Fig. 7—Relationship of sleep in two 
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members to the 0600-hr. meteorological 
duty at the Ice Cap Weather Station. 
A, winter, 1952 (hatched) ; B, winter 
1953 (stippled). As the season pro- 
gressed, B took the bulk of his sleep 
each night after the duty, but A kept 
to his earlier pattern. On average, A 
slept |-4 hours longer each night than B. 


ised on this pattern. 
But,if there is little 
or no control by com- 
munity habit it is 
interesting to observe 
what happens to the 
sleep/wakefulness 


nite times, such as the weather 
observation and radio, whereas others 
required work to be completed over a 
period of months without necessarily 
a daily routine. ‘The medical research 
programme was carried out at times 
convenient for the other scientists, 
without interfering with their routines. 


In the winter their activity consisted 
mainly in calibrating and checking 
apparatus indoors, though a few men 
spent 2-3 hours outside tending the dogs. 
Physiological research was probably most 
active at this time, since most subjects 
were under one roof. Except for fort- 
nightly estimations of basal metabolic 
rate early in the morning, their sleep was 
not interfered with. 

Conditions of sleep were comfortable 
at base. There were iron bedsteads, each 
of which was covered with sponge-rubber 
(?/, in. thick) and a sheepskin. Each man 
had two down sleeping-bags, and to make 
the beds more comfortable some slept on 
top of their spare sleeping-bags, or other soft material such as 
parachute cloth, unused clothing, or canvas. 

On the trail the men put one sleeping-bag inside the other 
and lay on the sheepskin, which was placed directly on the 
snow. Inflatable air-mattresses were not popular, because of 
their undue springiness. During cold weather, perspiration 
condensed and froze in the sleeping-bags and sheepskins, 
considerably reducing their insulation ; but the men slept well 
and only occasionally complained of sleeplessness due to cold. 


During winter the men complained of sleeplessness 
which they attributed to comparative inactivity and to 
the stuffiness of the sleeping-quarters. Windows and 
doors were kept shut to preserve the warmth, and as the 
building was draught-proof the air was so stagnant that 
tobacco smoke remained in layers at about 7 ft. There 
was a temperature gradient of 10°C between the air at 
the level of the upper and lower bunks, the upper often 
being uncomfortably hot. 
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Fig. 8—Mean monthly variations in total sleep of the group over 2 years. 
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Fig. 9—Intervals of interrupted sleep and naps. 


During the summer at the base laboratory complaints 
were made that the continuous sunlight made it difficult 
to sleep, even though there was outdoor physical work to 
tire the men. Some curtained the window of their bunks ; 
others blindfolded themselves. One member asked for 
sleeping-tablets occasionally throughout the year, but 
this was not permitted. In spite of the complaints the 
total sleep of individuals was not significantly altered. 

Cooking duty was the main domestic chore, and it 
involved two men for a week at a time. For the twenty 
other men the day began when the cook called them for 
breakfast. About a quarter were usually awake when he 
came round ; of the others, half responded at the slightest 
touch and half needed violent shaking. Though mealtimes 
were set, this did not imply that the men had to be up 
and about after breakfast, and sometimes they went 
back to sleep—if they had been working late or cele- 
brating the night before. There was little social pressure 
to encourage being up early. 

During the winter men occasionally got up in the 
middle of the night to cook a snack, since all were familiar 
with the kitchen. During the summer they would often 
be up very late, not realising the time, because of the 
continuous daylight; usually they cooked a snack 
before retiring, and this might represent ‘‘ breakfast ’’ if 
they chose to sleep late. These examples show that they 
did not allow meals to interfere unduly with their chosen 
sleep habits. Kleitman et al. (1937) studied the effect of 
late snacks, which they found to produce a slight decrease 
in body movements during sleep, but no effect on the 
duration of sleep. 

If a man woke late he would have difficulty in getting 
to sleep at the conventional hour that evening, and would 
stay up working or reading until the early hours. Then 
he would go to bed, sleeping till next afternoon. This 
arrangement tended to progress until the subject found 
that he was now on “night shift’’ because he had 
indulged in sleep/wakefulness cycles of duration longer 
than 24 hours. There were no landmarks of light and 
darkness to warn him that he had also lost a calendar date. 

The opposite might have been expected during sledg- 
ing, because of the pattern of 8 hours’ work and 8 hours’ 
rest—namely, 4 days’ activity in 3. In fact, this was not 
so. Awakening on the trail was usually spontaneous, or 
by one’s sledging companion. Other forces might include 
hunger, cold, a full bladder, or noise from the dogs. 
Alarm clocks were used only occasionally. 
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Other aspects of expedition life have been described 
elsewhere (Lewis 1954, Taylor 1955, Simpson 1957). 
Methods 

One of the approaches in the investigation of biological 
rhythms is to alter artificially the rhythm of the external 
environment—e.g., to see what happens to men on an 
18-hour of a 28-hour day (Lindhard 1910, Kleitman and 
Kleitman 1953, Lewis and Lobban 1954). 

On the British North Greenland Expedition this was 
impracticable because many of the scientific duties 
involved radio and meteorological reports at strict G.M.T. 
Time-signals from the British Broadcasting Corporation 
were used continually to check chronometers, an essential 
part of navigation. Because of this constant preoccupa- 
tion with clock time, the observational approach was 
used, and though the filling-in of sleep-cards did rely on 
memory it was recent memory. The men coéperated well. 


Seasonal Variations 

During the times when the sleep patterns were dis- 
rupted, many men were going to sleep when others were 
getting up (fig. 7). The casual observer would conclude 
that the men asleep were lazy, but the sleep totals showed 
that this was not so, and the impression of oversleeping 
was not confirmed. Even though ‘ demand sleeping ”’ 
was possible (i.e., whenever a man felt so inclined) the 
number of hours taken was not excessive and corre- 
sponded to the customary 8 hours. 

The environmental influences in Greenland affected 
the duties of the expedition. During the darkness there 
was comparative inactivity and greater opportunity for 
sleeping ; the summer was the season for outdoor work. 
It was expected that more sleep would have been taken 
in the dark inactive period, but the difference was small. 
Nor was there a significant change in the sleep totals 
during the periods of activity. Less sleep was taken in 
the second year, but with little variation between months. 
Disrupted Sleep and Naps 

In the first year, during the late summer and autumn, 
all men worked very hard to unload the aircraft and 
establish the base. Because of near exhaustion each day, 
there were no sleep problems; but after this activity was 
over, with the onset of winter, some men started com- 
plaining of sleeplessness, and the taking of naps became 
a feature. It is a common observation that, in ordinary 
circumstances of living, if after a sleepless night one takes 
a long nap, one’s sleep for the following night tends to be 
disturbed. In Greenland there was a seasonal change in 
the number of sleepless nights, higher figures being found 
in winter and (to a lesser extent) summer. In the other 
seasons the number of interruptions was very small. 

An identical seasonal variation was found in the inci- 
dence of naps. From this it might be presumed that 
they were taken to compensate bouts of interrupted 
sleep, but there was in fact no relationship. On the 
monthly basis only one nap was taken for every twenty 
interruptions of sleep, and there were only rarely direct 
coincidences of a nap within 48 hours of disturbed sleep. 
In three members there were no coincidences at all. 
Specific Duties 

It has been mentioned that the British North Greenland 
Expedition was a community only partially ‘‘ organ- 
ised.’’ Provided the routine chores were done and one’s 
scientific programme was carried out, one’s spare time 
was not disciplined. With such a background it is inter- 
esting to observe the effects of specific regular scientific 
duties on the sleep/wakefulness patterns of the members 
concerned. For example, every morning at 0600 hr. 


there was a weather observation, and this had to be trans- 
mitted by radio. It was possible to compare the patterns 
of two meteorologists for 1952 and 1953. 

For one (A) in the winter of 1952, the duty caused his 
sleep to break up into two equal lengths, a pattern unchanged 
over 4 months. In the following year, in identical circum- 

BB3 





(1266 THE LANCET] 


stances, the other (B) showed that as the winter progressed he 
was taking most of his sleep after the meteorological duty— 
i.e., he stayed up for this and then took his main sleep (fig. 7). 


It was possible also to study the sleep patterns of two 
radio-operators. 

During winter at the Northice, where he was one of three 
men, one radio-operator took about a third of his sleep before 
the 0600 hr. duty and the remainder afterwards, including a 
great number of naps at haphazard times, so that over a 
month almost every hour in the 24 was, at some time or other, 
used for sleep. The next year he did the same duty at the 
main laboratory where over twenty men were working under 
conditions of greater communal organisation. Despite this 
change of environment, his sleep pattern was disrupted as in 
the previous year. If, however, the expedition had exerted 
social pressure on the members’ off-duty times, he would 
probably have conformed to the community timetable. 

His patterns may be compared with those of the other 
radio-operator, who went to bed at a conventional hour, 
about midnight, woke just before 0600 hr. to transmit the 
report, and then promptly went back to sleep for 2 hours 
before breakfast. After that he was up for the whole day and 
only rarely took a nap. 


These two men, both petty officers trained rigidly in 
naval discipline, carried out identical duties on the 
expedition. Whereas one’s sleep was disrupted, the other 
showed no interference at all. 

These findings show that the conventional 8 hours may 
indeed represent a biological need, and is influenced 
neither by the absence of social pressures nor by the 
light-darkness patterns. Nor indeed is it influenced by 
physical work ; although there are variations from day 
to day, the average hours of sleep during the month do 
not change. 

Summary and Conclusions 


Members of the British North Greenland Expedition, 
living in the Arctic as a partially organised community, 
showed interesting disruption of their sleep/wakefulness 
patterns. 

The time of going to sleep and of getting up varied 
greatly, especially during midwinter (continuous dark- 
ness) and midsummer (continuous light), and without 
special preference to a particular hour. 

During the continuous darkness and continuous light 
more of the 24 clock hours were used for sleep, though 
the monthly total variations over the 2 years were slight ; 
there were no great differences between months of out- 
door activity and months when the men were confined 
to the hut. The winter months were characterised by 
many interruptions of sleep, and by the taking of naps. 
There was, however, no relationship or coincidence 
between interrupted sleep and naps. 

The effects of specific routine duties on sleep showed 
how men varied when there was no need to conform tv 2 
social pattern. This varied response was seen in men 
whose backgrounds of Service discipline and training were 
identical. 

Though the men were at liberty to sleep almost as long 
as they liked, the mean duration of sleep was 7-9 hours. 
The approximate period of 8 hours taken in temperate 
climates would indeed appear to represent a normal 
demand. 

We wish to thank Mr. Roger Matchett and Petty Officer 
D. E. Lee for valuable technical assistance. 
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SrncE purified preparations of vitamin B,, became 
available in 1949, combinations of the pure vitamin + 
‘‘ intrinsic factor’? have been widely used in the oral 
treatment of pernicious anemia. Their adequacy over 
long periods is, however, somewhat in doubt, and oral 
versus parenteral treatment of pernicious anzemia has 
been discussed (Berlin 1953, Mollin and Ross 1953, 
1954, Spies et al. 1953, Gerhartz and Koelle 1954 
Heinrich 1954, Lowther et al. 1954, Baker and Mollin 
1955, Blackburn et al. 1955, Begemann 1957, Ungley 
1957). 

Since low levels of vitamin B,, in the serum or in the 
plasma may precede clinical signs of vitamin-B,, 
deficiency in pernicious angzmia (Mollin and Ross 1954, 
Ostergaard Kristensen and Seeborg Ohlsen 1956), 
determination of the vitamin-B,, level in the plasma 
is likely to afford not only a specific but also the earliest 
method of disclosing whether pernicious-anzemia therapy 
is insufficient. To elucidate this problem we followed the 
vitamin-B,, levels in the plasma and the hematological 
values in twelve patients. According to the ordinary 
principles of maintenance therapy prevailing in the 
department, they were treated by the oral preparation 
*‘Cycoplex MCO,’ which consists of vitamin B,, plus 
small quantities of hog pyloric mucosa (see below). 


Material 

The material comprises twelve patients from the 
Frederiksberg Hospital, medical department E: ten 
women age 45-84 and two men aged 65 and 75. All 
presented typical pernicious anemia: megaloblastic 
bone-marrow, abnormally low vitamin-B,, levels in 
the plasma, histamine-refractory achlorhydria, anemia, 
and normal absorption of fat. 

Before treatment the vitamin-B,, levels in the plasma 
averaged 57 uug. per ml. (range 10-120 uwug. per ml.), 
the lower limit of normal being 150 uug. per ml. (see 
below). The hemoglobin (Hb) level averaged 49% 
(range 34-77%), the red cells 1,740,000 per c.mm. 
(range 1,130,000—2,890,000 per c.mm.). 


Methods 

The vitamin-B,, levels in the plasma were deter- 
mined (by H. P.@. K.) by the method using Lactobacillus 
leichmanni 313 (Ostergaard Kristensen 1956). Normal 
values for adults are on an average 392 uug. per ml. 
(range 150-950). 

Sternal bone-marrow was examined (by A.S5. 0.) 
partly in sections after coagulation and mounting and 
partly in smears stained by the method of May- 
Grinwald-Giemsa. 

Other hematological studies—Hb level (100% = 
14:8 g. per 100 ml.), red-cell counts, colour-index 


; _Hb % sonle ), total and differential white- 
\ erythrocytes (mill.) x 21 
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cell counts, and serum-iron determinations (by the 
method of Hoyer 1950)—were made by the Central 
Laboratory of the Frederiksberg Hospital. 

The patients were admitted while the treatment was 
being instituted and then discharged for frequent out- 
patient control. The control period was 7-25 months 
on maintenance therapy. In most cases the vitamin-B,, 
levels in the plasma were determined at intervals of 
1 or 2 months. 


Initial Treatment 

At the outset ten of the twelve patients had intra- 
muscular injections of vitamin B,,, usually 30-60 yg. 
daily for the first 10 days. In a few cases this treatment 
was then supplemented by weekly injections of 60 or 
90 ug., in one up to 300 ug., of vitamin B,,. The total 
dose of vitamin B,, administered parenterally ranged 
from 300 to 1080 ug. and was given over a period of from 
10 to 51 days. In case 11 the treatment was instituted 
with ‘ Hepsol fortior MCO’ (see below) 5 ml. four times 
in the course of 20 days, and in case 1 cycoplex was given 
from the outset. A possible deficiency of other hemato- 
poietic substances, primarily iron and ascorbic acid, 
was met by adequate measures (cf. Pedersen et al. 1957). 

All the patients gave a satisfactory initial response— 
ie., a typical reticulocyte reaction and a satisfactory 
increase in erythrocyte-count. 


Maintenance Therapy 

After this initial therapy nine of. the ten patients 
who had had injections of vitamin B,, were started on 
treatment with cycoplex MCO. The group with cycoplex 
as maintenance therapy thus comprised ten patients 
(cases 1, 2, 3, 4, 4a, 5, 7, 8, 9, and 10). 

Case 12a, who initially had injections of vitamin B,,, 
was shifted to injections of hepsol fortior MCO, and in 
case 11 the treatment with hepsol fortior was just 
continued. 


Preparation and Dosage 

Cycoplec MCO.—Each capsule contains 5 ug. of 
crystalline vitamin B,, + intrinsic factor corresponding 
to 50 mg. of dried hog pyloric mucosa suspended in oil. 
The daily maintenance dose was two to four capsules 
daily ; it was increased later in two cases to eight 
capsules daily. 

Hepsol fortior MCO.—This contains liver extract 
corresponding to 10 ‘‘clinical units’’ plus 20 ug. of 
crystalline vitamin B,, per ml. The maintenance dose 
for the two patients who served as ‘‘ controls ’’ of those 
treated with cycoplex was 5 ml. of intramuscular hepsol 
fortior every 2 or 3 weeks. 
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Fig. 2—Vitamin-B,, levels in plasma and erythrocyte-counts in 3 patients 


with pernicious ia on tr t with cycoplex MCO. After 
cases 3 and 7 had been treated for 7 and 9 months respectively, daily 
dose was increased from 3 to 8 capsules. 





Results 


Vitamin-B,, Levels in Plasma during Oral Maintenance 
Therapy with Cycoplex 

Fig. 1 shows the vitamin-B,, levels in the plasma 
during treatment with cycoplex. Case 1 (lowest curve 
on the left) did not have injections but was started at 
once oh cycoplex. After a year’s treatment his vitamin-B,, 
level in the plasma was only 125 pug. per ml. 

In eight of the nine patients whose treatment began 
with injections of vitamin B,, the vitamin-B,, levels 
in the plasma had been raised to normal when cycoplex 
was started. In case 5 the vitamin-B,, level at that time 
was only 140 uyg.-per ml., but the first determination 
after cycoplex was started showed a value above 200 uyg. 
per ml. in this case too. 

“After 99-154 days—i.e., after 3-5 months’ main- 
tenance therapy with cycoplex—the vitamin-B,, levels 
in the plasma had fallen, however, to abnormally low 

values—less than 150 wyg. per ml. 

















700 in six of the nine patients. In six 
of them, who remained under con- 
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Fig. |1—Vitamin B,, levels in plasma in 10 patients with pernicious anzwmia on oral maintenance 
therapy with cycoplex MCO (vitamin B,, + hog pyloric mucosa). All but case | had initially 
ing to a total of 300—1080 ug., which had 


received injections of crystalline vitamin B,, 
raised the vitamin-B,, levels in plasma to normal. 





Intensity of Initial Treatment 

It might be presumed that the 
more intensive the initial treatment 
the longer is the period, during 
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Fig. 3—Case 5: vitamin-B,, levels in plasma in pernicious anemia 
treated with cycoplex MCO and intermittent injections of crystalline 
vitamin B.,,. 


insufficient maintenance therapy, before the vitamin-B,, 
level in the plasma falls to abnormally low values. 
This question cannot be answered by the present study, 
but cases 4 and 4a, who had the most intensive initial 
treatment (1050 and 1080 ug. of vitamin B,, respectively), 
showed levels lower than 150 pug. at the end of 5 months, 
whereas the patient who exhibited a normal level at 
the end of 2 years (case 10) had only received 540 ug. 
of vitamin B,, initially. 


Dependence of Vitamin-B,, Level on Dose of Cycoplex 

Case 10, whose vitamin-B,, level remained normal 
throughout 2 years on cycoplex, received two capsules 
daily during the first 10 months, and after that four 
capsules daily. The two other patients (cases 8 and 9) 
whose vitamin-B,, levels also remained higher for some 
time than in the other patients, also had four capsules 
daily. Their maintenance dose did not, however, differ 
from that in some of the patients whose vitamin-B,, 
levels soon fell to a low value. 

In two patients (cases 3 and 7) whose vitamin-B,, 
levels in the plasma were always low the dose of cycoplex 
was increased from three to eight capsules daily. Fig. 2 
shows that, even after 4 months on this increased dose, 
the level of vitamin B,, in the plasma remained 
abnormally low—70 and 100 uug. per ml. respectively. 
The increase in the dosage did not raise the vitamin-B,, 
level. 
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anemia on parenteral maintenance therapy with intramuscular 
injections of liver extract (hepsol fortior MCO) 5 mi. about every 
2 weeks. Vitamin-B,, levels were determined at least one week, and 
usually two weeks, after injections. 
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Fig. 3 illustrates the findings in case 3. Owing to a 
low vitamin-B,, level in the plasma and the occurrence 
of paresthesis during cycoplex therapy, this patient 
had injections of crystalline vitamin B,, in two periods ; 
this led to a prompt rise in the vitamin-B,, level to 
normal and improvement of the paresthesiz. 


Vitamin-B,, Level in Plasma during Maintenance Therapy 
with Injections of Hepsol Fortior 

Fig. 4 shows the vitamin-B,, levels in the plasma of 
the two patients (cases 11 and 12a) treated with injections 
of hepsol fortior. . At the end of 9-10 months both had 
vitamin-B,, levels within the normal range. The estima- 
tions were made at least 1 week, and usually 2 weeks, 
after the last injection of hepsol. 

Vitamin-B,, Level in Relation to Hamatological Findings 
during Oral Maintenance Therapy 

Table 1 gives these hematological findings in nine 
patients on cycoplex when the ‘vitamin-B,, level in 
the plasma was first found to be less than 150 uyg. 
per ml. These patients had initially received injections 
of vitamin B,,. 

In six of these nine patients the vitamin-B,, levels 
in the plasma continued to be estimated after the levels 
had fallen to less than 150 uug. per ml. Table 11 compares 
the hematological values at the time shown in table 1 
with those found after the vitamin-B,, levels had 
remained low for a long time in these six cases. 

The tables show (1) that a vitamin-B,, level of less 
than 150 uug. per ml. was found in the plasma when the 
Hb was entirely normal and the number of red cells 
satisfactory (averaging about 4,500,000 per c.mm. and 


TABLE I—VITAMIN B,, LEVEL IN PLASMA, HB, RED CELLS, 
AND COLOUR-INDEX DURING MAINTENANCE THERAPY WITH 
CYCOPLEX WHEN VITAMIN-B;, LEVEL WAS FIRST FOUND TO 
BE LESS THAN 150 uwuG. PER ML, 


Average of 9 patients 
Red cells 


(million 
per c.mm.) 


Vitamin-B,, 
level in plasma 
(uvg per ml.) 


Hb (%) Colour-index 





126 91 4-29 1-01 
(range 110-145) (range 80-104) (range 3-57—5-18) (range 0-93—1-17) 


being less than 4,000,000 per c.mm in only one case) ; 
(2) that a low vitamin-B,, level in the plasma for an 
average of 5'/, months did not involve a decrease of 
either Hb or red cells. One patient with a low vitamin-B,, 
level in the plasma was followed up for nine months 
without any signs of recurrence of the anzmia. 

Fig. 2 shows the vitamin-B,, levels in the plasma and 
the number of red cells for three of the patients (cases 3, 
7, and 10) on cycoplex. In case 7 the number of red cells 
was normal despite an abnormally low level of vitamin B,, 
in the plasma. In case 10 the number of red cells was 
on several occasions less than 4,000,000 per c.mm. 
despite a normal level of vitamin B,, in the plasma. 
This combination of a low vitamin-B,, level and a 
normal number of red cells in one patient and of a normal 
vitamin-B,, level with a low number of red cells in 
another emphasises the fact that the number of red 
cells is not an ideal indicator of a possible vitamin-B,, 
deficiency. ‘ 

Vitamin-B,, Level in Plasma in relation to Erythropoiesis 

In seven of the ten patients on cycoplex and in one 
of those on hepsol sternal puncture was repeated during 
the treatment. The bone-marrow could be described 
as completely normal in only two of them: the one 
who had a normal level of vitamin B,, in the plasma 
after more than 2 years on cycoplex (case 10), and the 
one who was treated with hepsol (case 12a) and also had 
a normal level of vitamin B,, in the plasma. 

Of the remaining six patients on cycoplex in whom 
sternal puncture was repeated (cases 2, 3, 4, 4a, 5, and 7) 
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TABLE II—VITAMIN-B,, LEVELS IN PLASMA, HB, RED CELLS, AND COLOUR-INDEX DURING MAINTENANCE THERAPY WITH 
CYCOPLEX : @, WHEN VITAMIN-B,, LEVEL OF LESS THAN 150 uuG. PER ML. WAS FIRST FOUND; b, AFTER AN AVERAGE 
OF 162 (RANGE 97-270) DAYS WITH VITAMIN-B,, LEVELS OF LESS THAN 150 wuG. PER ML. 


Average of 6 patients 


eee Saas Hb(%) Red cells-(mill. per c.mm.) Colour-index 
a b a b a b a i) 
120 95 94 94 4-56 4°53 0-98 0-97 
(range 110-145) (range 55-120) (range 89-104) (range 85-105) |(range 4:13-5:18) (range 4-17—5-14) (range 0-93-—1-02) (range 0-91-—1-06) 


four (cases 2, 3, 5, and 7) showed a few typical (Ehrlich) 
megaloblasts despite a nornial amount of Hb and a 
normal erythrocyte-count 3-6 months after an 
abnormally low level of vitamin B,, had first been found. 
The two others (cases 4 and 4a) had no characteristic 
megaloblasts, but one of them had ‘‘ macrometamyelo- 
cytes.”’ 

Neurological Signs 2 

Before the treatment four patients (cases 4, 4a, 10, 
and 11) had shown slight signs of myelopathy, which 
disappeared or subsided perceptibly during the initial 
treatment. 

In case 4, who had lost the Achilles-tendon reflexes 
before treatment, these reflexes became normal when 
the vitamin-B,, level in the plasma had been abnormally 
low for several months. Two patients (cases 1 and 5) 
with no pre-treatment signs of myelopathy, complained 
during cycoplex therapy of paresthesie. At that 
juncture the peripheral blood was normal, whereas the 
vitamin-B,, level in the plasma was low. After injections 
of vitamin B,, the paresthesis disappeared in case 1 
and improved in case 5. 


Discussion 


At our present stage of knowledge, and with our 
present diagnostic methods, the maintenance therapy 
of pernicious anemia must keep normal the amount of 
Hb, the number of red cells, the bone-marrow, and the 
vitamin-B,, level in the plasma. Our results show that 
the oral administration of cycoplex MCO, which consists 
of vitamin B,, and small quantities of hog pyloric mucosa, 
did not keep the bone-marrow and the vitamin-B,, 
level normal: in nine of ten patients the vitamin-B,, 
level in the plasma was abnormally low; in four of 
seven patients the bone-marrow was ‘‘ partially megalo- 
blastic’; and in a fifth case ‘‘ pernicious-anemia 
neutrophils’? were found. This maintenance therapy 
is therefore insufficient, although the amount of Hb 
and the erythrocyte-counts were normal. 

The doses of vitamin B,, injected initially were 
probably not sufficient to restore tissue reserves in our 
patients (see below), but even in the two patients who 
received more than 1000 ug. of vitamin B,, initially 
the vitamin-B,, level in the plasma fell to below normal 
within 5 months on cycoplex. 

Our investigations confirmed that patients on main- 
tenance therapy for pernicious anzmia can have a low 
vitamin-B,, level in the plasma for months without 
showing clinical signs of vitamin-B,, deficiency. Deter- 
minations of the vitamin-B,, level in either the plasma 
or the serum are therefore necessary for assessing the 
efficacy of maihtenance therapy. 

Since the various combined preparations for oral 
treatment of pernicious anemia differ in composition 
and in degree of purification of the intrinsic factor, 
the experience with one preparation (cycoplex MCOQO) 
does not permit conclusions regarding the efficacy of 
others. Whether any of the commercial preparations 
for oral use can maintain normal vitamin-B,, levels 
in the plasma in long-term therapy is a question which 
calls for further study. The failure of a threefold dose 


of our preparation to raise the vitamin-B,, level suggests 
that simple underdosage of intrinsic factor is not the 
whole explanation. 

In discussing oral versus parenteral treatment of 
pernicious anemia it is important to realise, as Mollin 
and Ross (1953) and Ungley (1957) point out, that the 
quantities of vitamin B,, required to afford “ satis- 
factory ’’ increases in reticulocyte and erythrocyte 
counts in anemic patients constitute only a very small 
fraction of the quantities required to restore normal 
tissue reserves of vitamin B,,. Since in untreated per- 
nicious anzmia the deficit in liver-tissue reserves presum- 
ably amounts to about 1500 ug. of vitamin B,, (cf. 
Ross and Mollin 1957, Swendseid et al. 1957), and since 
studies of vitamin B,, labelled with radioactive cobalt 
(Glass et al. 1954, Baker and Mollin 1955, Callender 
and Evans 1955) have proved that the amount of vitamin 
B,. which can be absorbed from the intestinal tract is 
very limited (1-2 ug. after the administration of 50 ug. 
of vitamin B,, + intrinsic factor), the depleted reserves 
can certainly not be replaced within a short time by the 
usual oral treatment. 

In patients with a low level of vitamin B,, in the 
plasma, indicating small or depleted tissue reserves, the 
risk of hematological relapse or of the development of 
neurological deficiency signs must be high. This applies 
particularly under conditions in which either the require- 
ment is increased (infection, hemorrhage, &c.) or the 
absorption is decreased. In treating pernicious anzmia, 
therefore, one must try not only to increase the Hb 
and the red cells to normal but also to replace the 
depleted tissue reserves. 

The initial treatment should therefore be by the 
parenteral route. In view of the considerable vitamin-B,, 
deficiency in the tissue reserves of these patients this 
initial treatment must also be much more intense than 
that in current use. Most patients will probably require 
about twenty injections of 100 ug. of vitamin B,,, if 
normal tissue reserves are to be restored. 

Maintenance therapy.—If oral therapy is chosen, it 
seems absolutely necessary to control the state by 
determinations of the vitamin-B,, level in the plasma 
and by the appearance of the bone-marrow. In the 
absence of facilities for determining the vitamin-B,, 
level in the plasma it seems wise at present to use 
parenteral treatment also for maintenance purposes. 
The cheapest form is injections of vitamin B,.—.g., 
100 ug. every two weeks. Using this procedure the 
physician knows that he can maintain not only normal 
erythrocyte-counts but also normal vitamin-B,, levels 
in the blood. 

Summary 


Ten patients with pernicious anemia were treated 
initially with injections of. vitamin B,, (cyanocobalamin), 
which brought the vitamin-B,, level in the plasma up 
to a normal value. Nine of these patients were given 
oral maintenance therapy with ‘ Cycoplex MCO,’ which 
consists of vitamin B,, and small quantities of dried 
hog pyloric mucosa. During this treatment the levels 
of vitamin B,, in the plasma fell to abnormally low 
values in eight of the nine patients, and in one patient, 
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who also had received cycoplex as initial therapy, 
the level remained low. At the same time the bone- 
marrow showed signs of insufficient therapy, whereas the 
amount of Hb and the erythrocyte-count mostly remained 
normal. 

It proved impossible to restore the vitamin B,, in 
the plasma to a normal value by increasing the dose 
of cycoplex, but the injection of vitamin B,, immediately 
did so. 

In two patients treated with intermittent injections 
of a preparation of liver extract supplemented with 
crystalline vitamin B,, (‘ Hepsol fortior MCO’) the 
level of vitamin B,, remained normal. 

The control of maintenance therapy of pernicious 
anemia should include, in addition to determination 
of Hb and erythrocyte-count, determination of the 
vitamin-B,, level in the plasma and examination of the 
bone-marrow. Only in this way can insufficiency of 
the therapy be disclosed at an early stage. 

As initial treatment of pernicious anzemia, injections 
of vitamin B,, are recommended, and this initial treat- 
ment should be more intensive than usual, the total dose 
being about 2000 ug. of vitamin By». 

The oral preparation cycoplex MCO, which consists 
of vitamin B,, and small quantities of hog pyloric 
mucosa, appears to be insufficient, because it does not 
keep the bone-marrow and the vitamin-B,, level in the 
plasma normal. 

The efficacy of other oral preparations should be 
studied by determining the vitamin-B,, level in the 
plasma and by examining the bone-marrow. 
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“ 


. . The present generation of consultants have never 
been general practitioners. They have planned their own 
careers and applied their own labels. Further, most of them 
have found that the way to success has been through increasing 
limitation. They are one-tool technicians or one-disease 
diagnosticians. On the whole they have had a simpler training 
and they lead an easier life than the general practitioners, and 
they often have less ability and certainly less wisdom. The 
practitioner needs a consultant for advice about a particular 
problem in a particular patient. He chooses the consultant 
either for his well-known familiarity with that particular 
problem, or for his probable ability to handle, and to impress, 
that particular patient. . . . The choice of a consultant is one 
of the most important decisions of geftéral practice. There 


is, unfortunately, a tendency today for patients to choose 
their own consultants, usually on the advice of an acquaintance 
at a cocktail party, the doorkeeper at the hotel, or the gossip 
writer in an evening paper.’—Sir HeNEaGE OGILVIE in 
Medical Ethics, edited by Dr. Maurice Davidson. 
p. 65. 


London, 
1957 ; 
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Israel’s population is composed of immigrants from 
East and West differing widely in their cultural back- 
ground and ways of life. Each group is reluctant to change 
its habits of eating, so that in Israel there is a unique 
opportunity for a long-term experiment on the influence 
of diet upon serum-cholesterol levels and the incidence 
of atherosclerosis. 

Apart from the higher atherosclerosis mortality-rate 
in Israel among immigrants from Western countries 
(Dreyfuss 1953, Toor et al. 1954), a striking difference 
has been found between Yemenites who had immigrated 
over twenty years ago (‘‘ early ’’ Yemenite immigrants) 
and those who had immigrated within the previous five 
years (‘‘ recent’’ Yemenite immigrants). After assem- 
bling statistical data on atherosclerosis mortality-rates 
among different communities in Israel during the years 
1953-55, we studied 528 recent and early Yemenites to 
determine their social conditions, diet, nutritional status, 
and serum levels of cholesterol, phospholipids, and total 
lipids. We then tried to correlate the findings with 
the atherosclerosis mortality-rate. 

All the Yemenites were examined by one of us (J. A.) 
with the help of their local physician. Those with a 


TABLE I—AGE AND SEX DISTRIBUTION OF RECENT AND EARLY 
YEMENITES 
Recent Yemenites Early Yemenites 


Age (years) 








Male Female Male | Female 
35-44 52 42 43 | 47 
45-54 57 43 48 } 54 
54-64 56 24 es 
Total 165 109 128 |} 126 


history of cardiovascular disease or other abnormality 
liable to affect the serum-cholesterol level were excluded 
from the inquiry, and so were those with a blood- 
pressure higher than 140/90 mm. Hg, those -who were very 
underweight, those with enlarged spleen or liver, and 
those with low blood-cholesterol levels in the presence of 
impaired liver-function tests. Pregnant and lactating 
women were also excluded. The sex and age distribu- 
tion of the 274 recent and 254 early Yemenites selected 
are shown in table 1. 


Social Conditions 


Data about social status were collected with the help 
of the local physician and social worker and are set out 
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TABLE II—OCCUPATIONS OF RECENT AND EARLY YEMENITES 























~~ » 
z Bat 3 Se 2 
aa 48 ¢ Bs$88 B ot Be 
Age and sex @ & 2 Be isks 2 ta 3 
ee So fsa 8 se O86 
ma 6 g me” BSS mw oa od 
Z| m a A 
(%)  (%) | (%) (%) | (%) (%) 
Males 35-44 Recent 52 8083 96 58 3°8 
45-54 7 | 45°6 3°5| 12-3 os 38-6 
55-64 56 21-4 5-4 SO) .. 64-3 
35-44 Early 43 62-7 30°3 7-0 oe ee 
45-54 48 62:5 20-9) 10-4 oe ane 6-2 
55-64 37 541 16-2 10-8 oe ee 18-9 
Females 35-44 Recent 42 26-2 738) .. 
45-54 43 | 186) .. -* 81-4); .. 
55-64 24 S-3/ .. ée 41-7 50-0 
35-44 Early 47 31-9 4°3 63-8 . 
45-54 54 24-1 . 75-9 es 
55-64 25 oe ° 76-0 24-0 


in table u. The recent immigrants were living in transit 
camps under poor conditions, whereas most of the early 
immigrants lived in their own houses under better 
economic circumstances. The number of children was 
highest and monthly income lowest among recent 
Yemenites. Among the recent immigrants the mean 
number of persons per family was 6-5, compared with 
5-0 in the early Yemenites (Yemenite children leave their 
families to fend for themselves at an early age and only 
children dependent on the support of their families are 
included in these figures). The mean monthly income per 
person in the recent Yemenites was I.L. 19 (1.L. 1-80= $1), 
compared with 38 1.L. in the early immigrants. 


Dietary Survey 


The survey was conducted during the clinical and 
laboratory investigation and includes additional data, 
collected by the social worker, on the nutritional habits 
and consumption and composition of food of 55 recent 
and 21 early Yemenite families. The figures in table m1 
represent average daily values. 

The diet of recent Yemenites contains a lot of pita, 
a type of flat yeastless bread. They also eat large quanti- 
ties of vegetables, very little meat (once weekly), and very 
little fat (table 111), which is mainly i in the form of samne* 


* Samne is prepared by boiling ordinary butter, which 
contains about 82% fats, with small amounts of hilbe for 
its flavour. The water thus extracted is discarded, so 
that the new product contains about 95-98% fats. As the 
cooking of the butter is not performed under pressure, it 
is doubtful if all fatty acids undergo complete oxidation. 
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(boiled butter with hilbe, the seed. of duamamnek (Trigonella 
fenumgrecum L.)). As the quantity of ingested fat is 
very small, the nature, composition (Bronte-Stewart et al. 
1956), and/or preparation (Sinclair 1956) of this fat 
probably has little influence on the pathogenesis of 
atherosclerosis.t Both early and recent Yemenites make 
abundant: use of sunflower seeds, chick-pea seeds, nuts, 
and almonds. 

Though the data collected on recent and early Yemen- 
ites express long-term nutritional habits, they cannot be 
as accurate, of course, as those provided by a controlled 
nutritional experiment. Our results are, however, 
closely similar to those obtained by Strauss et al. (1954) 
(table m1). 

Among males, 94% of recent and 92% of early Yemen- 
ites consumed more than a litre of alcohol monthly. There 
was no striking difference in tobacco consumption between 
the two groups. 


Clinical and Laboratory Findings 


Height and Weight 

There was no significant difference in the average height 
of the two groups, but the weight of the recent Yemenite 
immigrants was significantly lower. The weight/height 
ratio { (table tv) was thus lowest in recent Yemenites. In 
the 35-44 age-group the weight/height ratio was normal 
among early Yemenites and fell with increasing age. In 


TABLE III—DAILY DIET OF YEMENITES 


° 


Total Animal 











Group calories proteins Fats (g.) ve 
per day (g.) from fats 
Re scent Yemenites oe 1750 12 30 16 
Early Yemenites 2350 20 55 21 
Yemenites (overall) 
(Strauss et al. 1954) 2296 19 51 20 


recené Yemenite women the ratio was rather higher 
than in men of the same age and did not drop with 
increasing age. 
Blood-pressure 

Recent Yemenites had the lowest systolic and diastolic 
pressures. The mean diastolic values of the early Yemen- 





t During the period of rationing, when the government 
supplied fats and animal proteins cheaply and equally to 
the whole population, the recent Yemenite immigrants 
were accustomed to selling their rations and restricted 
themselves essentially to food rich in carbohydrates. 

t Weight in kg. 


Height in cm.-100 * 100. 


TABLE IV—MEAN AND STANDARD DEVIATIONS OF TOTAL CHOLESTEROL, PHOSPHOLIPIDS, CHOLESTEROL/PHOSPHOLIPID 
RATIO, TOTAL LIPIDS, AND WEIGHT/HEIGHT RATIO IN RECENT AND EARLY YEMENITES 


Yemenite immigrants (1) 
Total 
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Phospholipids Total lipids 


Ratio (1)/(2) hietes ~~ Yama 


















































Age and sex cholesterol (mg. per 100 ml.) ratio 
No. Arrival (mg. per r 100 ml.) (™8- per 100 ml.) ; 
Male 35-44 52 Recent 146 + 207 +23 0:72 +0:15 556 + 67 9449 
43 Early 189 + 39 217 +39 0-88 +0°10 634-111 99 +10 
45-54 57 © Recent 158 +32 212 +52 0-76 40-14 607 +105 92 +8 
48 Early 193 +37 233240 0-85 + 0-13 67 44104 96412 
” 55-64 56 ; Recent 158 +29 205+48 0-79 +0-12 694+93 87+10 
37 Early 206 + 40 233+50 0-89 +0-13 655 +101 92+9 
Female 35-44 42 Recent 172 + 237 +47 0-75 +012 618272 94+ 
47 Karly 194+ 35 228 +37 0-84+0-11 - 664+93 104+14 
45-54) 43. | Recent 172 +29 219 +39 0-80 +0-12 615 89 95 +10 
a. . Early 209 +28 245 +37 0-87 +0-11 694-97 108 +18 
” §5-64 ae’ Re Recent 190 +26 233437 0-83 +0-11 633 +65 95 + 11 
25 Early 228 +36 253431 0-90 40-11 722 +97 107 +17 


Figures in bold type show highly significant differences (critical ratio> 3-5). 
Those in italics show significant differences (critical ratio> 2-5). 
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ite immigrants were significantly higher. As those with 
high blood-pressure were not included in this study, no 
definite conclusions on ‘‘ coronariness’’ (Gofman et al. 
1954) could be drawn from these figures. 


Blood 

Blood samples were collected in the morning from 
fasting subjects and separated three to four hours later. 
Every blood examination was performed in duplicate, 
and results diverging by more than 5% were discarded. 
Our method was described in an earlier communication 
(Toor et al. 1954). 

Hemoglobin.—The mean hemoglobin values (deter- 
mined with Sahli’s apparatus) were slightly lower in both 
groups than the accepted values in Western countries 
(Berry et al. 1952). In females these values were lower 
than in men for all groups. In men the hemoglobin values 
dropped with increasing age, but not so in women. The 
hemoglobin values of early Yemenite immigrants were 
significantly higher than in recent Yemenite groups. 
The gap between the two decreased with increasing 
age. There was no significant difference in hsemo- 
globin values of early and recent female Yemenite 
immigrants. 

Cholesterol.—The mean and median serum-cholesterol 
value was lowest for recent Yemenites in both sexes and 
in all age-groups (table rv, fig. 1), and the difference 
was statistically significant (males, t=7-35-5-15—-6-30 ; 
females, t = 3-71—6-35-4-21). 

Phospholipids.—The values were higher among females 
in all age-groups. 
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Fig. |—Distribution of serum-cholesterol values in early and recent 
Yemenite immigrants in Israel. M = median value. 
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TABLE V—ATHEROSCLEROSIS MORTALITY OF EARLY AND 
RECENT YEMENITES (1953-55) (RATES PER 1000 INHABITANTS 
PER YEAR) 


Yemenite immigrants 














General 
population 
Early Recent 
Age and sex 
Mor- . Mor- x Mor 
No. of ri No. of . No. of : 
deaths = deaths — deaths tality 
Males oss Rf 0-44 os se “< ; 
5-5 20: 2-26 4 ‘ - 
55-64 393 8-56 }e 3-3 2 0-49 
65 + 945 32-2 15 23-6 8 6-3 
Females 35-44 2. 0-19 1 1°8 os as 
45-54 2 1-04 : ‘ i 
55-64 262 5-9 ° vag $ o— 
65 + 932 26°5 12 20-0 6 4-7 


’ 

Oholesterol/phospholipid ratio—This ratio remained 
within normal limits, but was lowest among recent 
Yemenites. 

Total lipids—The mean values were lowest among 
recent Yemenites, and the differences were significant 
in both sexes. 

The mean of the results for each age-group and the 
standard deviation are set out in table Iv. 


Mortality from Atherosclerosis 


To minimise the errors due to detailed clinical diagnosis, 
we have used the group diagnosis of ‘‘ atherosclerosis ”’ 
in which we did not include deaths due to hypertension 
or heart-failure induced by causes other than athero- 
sclerosis. Most of the death certificates from which 
mortality figures were derived were based on clinical 
rather than on post-mortem examination. But our main 
object was a comparative study of atherosclerosis mor- 
tality-rates in the different communities in Israel. As 
most of the Jewish population in Israel get their medical 
treatment through the Sick Fund of the General Federa- 
tion of Labour, the proportion of errors due to death 
certificates based on clinical diagnosis is likely to be the 
same in all sections of the community. 

The atherosclerosis mortality-rate in 1953-55 was 
about four times higher among early Yemenite immi- 
grants than among recent ones (table v). In fig. 2 the 
rates are compared with those for European Jews (Toor, 
Katchalsky, Agmon, and Allalouf). It should be stressed 
that the body build of Yemenites, both early and recent, 
remained the same. Both groups obeyed religious laws 
and conformed to social customs to the same extent. 
Their ways of life were practically unchanged, and no 
mental stress could be incriminated in the early 
Yemenites. The mortality-rate from infectious diseases 
was similar in both groups. The mortality-rate from 
malignant tumours was lowest among the recent 
immigrants. The mortality-rate from all causes in 
recent Yemenites over 65 was practically the same as 
the over-65 rate among other national groups in Israel. 
The lower mortality-rate from atherosclerosis among 
recent Yemenites cannot therefore be ascribed to death 
from other causes at a younger age. 


Discussion 


Keys et al. (1950, 1954) established a relation between 
the amount of fat in the diet, the serum-cholesterol 
level, and the frequency of atherosclerosis. Katz 
(1953) pointed out that the differences in the incidence 
and severity of atherosclerosis ‘‘ tend to correlate 
with culturally-conditioned variations in nutrition and 
diet rather than with racial, climatic or other factors.”’ 
Most of the Yemenites we studied were manual workers 
or clerks of limited income, and the recent immigrants 
were the poorest. Their nutritional status was lower 
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SS -— = = > The cholesterol levels in both 
Bs /| early and recent Yemenite 
£ on . € / | women aged 45-64 were signi- 
| 3 3 fi ficantly higher than in men of 
| 3 $ rd | the same age. We can suggest 
210 3 “ors a ae |e no satisfactory explanation for 
rs Pai o— & / & — this interesting finding and we 
200 yt ae S dss 200 r it ee = are investigating it further. 
Pe ae L 4 1 3 The differences in the inci- 
om i men | $s 20 | = 4 = dence of atherosclerosis among 
aad _4 g 32 a Ps s | early and recent Yemenite 
a 1 e | , ia a ol Jewish immigrants can best be 
180 & 8 28 169 | a + 8 Ass explained by the differences in 
: -3 || ; Pa J 3 total food intake determined 
i70 | “i 3 tn ie ao <j : i by differences in income. Fur- 
| | A | FS thermore, the recent Yemenite 
| immigrants work harder, and 
rT op eenentl % L! 20 iso 7 remain in a state of caloric 
= | / f imbalance at the age when 
150 | = re & atherosclerosis is commonest. 
ee ee / | eae 
35-44 45-54 55-64 } y Be 35-44 45-54 Summary 
rd The nutritional status, serum - 
6 Females cholesterol values, and incidence 
of atherosclerosis were investi- 
- gated in recent (within past 
Ps 4 five years) and early (over 
| 9-- twenty years ago) Yemenite 
ba Me bre F immigrants in Israel. Serum- 
35-44 45-54 55-64 65- 35-44 - cholesterol and total lipid levels 
@ ——~——- == @ Early lnanigrents were significantly less in recent 
C, atnenatiie —— © Recent immigrants immigrants. On the other hand, 
A ———- A _ European Jews the atherosclerosis mortality- 


Fig. 2—Atherosclerosis mortality and mean serum-cholesterol values in early and recent Yemenite rate was four times higher, for 


than that of the early immigrants; and their serum- 
cholesterol, phospholipid, and total-lipid values were 
also lower and were in accordance with the values 
reported in Guatemalan farm-workers (Mann et al. 1955) 
and in South African Bantus (Bronte-Stewart et al. 
1955). 

The lower mortality from atherosclerosis among 
Yemenites in Israel has attracted much interest during 
the past few years. In a series of 967 post-mortem 
examinations, including 123 Yemenites, Shalom (1954) 
found a third coronary artery in 0-83% of European 
Jewish immigrants as against 2-44% in Yemenite immi- 
grants—a possible explanation for the lower incidence 
of myocardial infarction in Yemenite Jews. But this 
explanation is unlikely because of the increased athero- 
sclerosis mortality among the early Yemenite immigrants. 

Our own observations indicate that varicose veins and 
thrombophlebitis are uncommon among Yemenite immi- 
grant women, even in those who have had many preg- 
nancies. Berman-Yeshurun (1956) found that the inci- 
dence of atherosclerosis and thrombophlebitis was low 
among Eastern Jewish immigrants. These findings raise 
the possibility that these people are less liable than others 
to intravascular clotting. The rarity of thromboembolic 
phenomena among the Bantus (Keys 1956) and the Dutch 
East Indians (Van Unnik and Straub 1953), however, and 
the decrease of thromboembolism in Norway during the 
late war (Strom 1954), suggest a relation between low-fat 
diet, thrombosis, and atherosclerosis. 

It is also difficult to explain the low serum-cholesterol 
values on the basis of a metabolic genetic factor in recent 
Yemenite arrivals, because, with increased consumption 
of food, particularly fats, cholesterol values and athero- 
sclerosis mortality-rates approach those of Europeans. 
The possible effect of sunflower-seed oil on serum- 
cholesterol levels does not seem to be relevant, since 
both groups eat sunflower seeds. 


the same age and sex, in the 

early Yemenite immigrants and 
approached the rate for European Jews. Among the 
early* immigrants, the average income per head was 
double that on which the later arrivals were living. 


This study, undertaken as a part of the research programme 
on morbidity and mortality from atherosclerosis among the 
various communities in Israel, has been made possible by a 
grant from the Kupath Holim, Workers’ Sick Fund of Israel. 
We wish to thank Dr. G. Kalner, chief of the statistical depart- 
ment, Israel Ministry of Health, for providing the data on 
mortality-rates of different age-groups; and we gratefully 
acknowledge the aid of Mrs. 8. Seligson, head of the medical 
statistical department of the Sick Fund, for the statistical 
analyses. 
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FOR SICK 


MANY operations may relieve hydrocephalus, but none 
is suitable for all types of the disease. In an attempt 
to fill this gap, the present procedure was devised by 
one of us (D. M. F.) as a drainage from a lateral ventricle 
to the supratentorial subarachniod space. A_ brief 
announcement in these terms was made (Forrest 1955), 
but it became obvious soon afterwards that the method 
was in fact a ventriculo-subdural drainage—a method 
which has been used before with different materials 
(Taylor 1909). 

Thus founded in error, the operation would have been 
abandoned had we not observed that in a high proportion 
of the early cases the disease was becoming arrested. 
This led us to persist with a longer trial. The patients 
operated on in this series have now been followed up 
for between twenty and thirty-two months, and the 
effect of the operation can be seen in reasonable 
perspective. 

Material 

To give the method a comprehensive trial, it was 
decided to perform the operation in all cases of pro- 
gressive hydrocephalus, even in those with an apparently 
hopeless prognosis. The present series comprises all cases 
of hydrocephalus seen in one unit at the Westminster 
Children’s Hospital and The Hospital for Sick Children, 
Great Ormond Street, between October, 1954, and 
August, 1955. 


During this time there were 70 new 





Fig. 1—The Forrest disc with and without stylet in place. 
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vases at all ages up to 6 years. Of these, 20 appeared 
to be arresting spontaneously, so were not operated on. 
Of the remaining children, 4 died before operation could 
be done, and in 10, though treatment was required, it 
was abandoned because of active infective ventriculitis 
(8) or very gross thinning of the cortex (2). 

In the 36 cases coming to operation, blockages were 
demonstrated at all the common anatomical sites (table 
1), and were of varied etiology. Many patients were 
in an advanced stage of the disease. 


Investigations 

Only those tests used in selecting cases for this opera- 
tion or in assessing the results will be discussed here, 
though all the usual investigations for hydrocephalus 
have been carried out. 

Circumference of head.—This is the most useful gauge 
of progressive hydrocephalus in all gases which still have 
some elasticity of the skull. It is estimated weekly, if 
possible by the same observer on each occasion. 

Ventricular pressure.—This is estimated with the child 
quiet (if necessary, sedated) but not anzsthetised, and 
under these conditions we have achieved consistent 
results. It is less informative than measurement of cir- 
cumference, but, taken in conjunction with this, it offers 
a satisfactory means of assessing improvement or 
deterioration in comparison with previous readings. 

Subdural fluid should be sought at the time of ven- 
tricular tap. Its presence may be due, among other 
causes, to a hematoma or a natural ventriculostomy. 

Thickness of cortex is estimated during -ventricular 
puncture and confirmed by air studies. 

Analysis of ventricular fluid.—Evidence of recent 
hemorrhage or active infection are indications for 
delaying or abandoning the operation. 

Dye-studies.—Estimations of urinary excretion of dye 
after ventricular or thecal injection are mainly used for 
localising the block (Laurence 1957) and are not essential 
in an operation where this is not important. They have 
been used in a few cases to demonstrate improved 
excretion after a successful operation. 


Method 
Design of Apparatus 

Drainage is achieved by means of a plastic tube passed 
through the cerebral cortex from a lateral ventricle to 
the supratentorial subdural space. On several occasions, 
where various forms of drainage from a ventricle 
to another part of the body had failed, it was 
observed that failure was usually due either to 
blockage of the distal end of the tube (the 
proximal end remaining patent), or to dis- 
placement of the prowimal end from the ventricle. 
Accordingly, the tube was made with a deeply 
grooved cover on the distal end and a self- 
retaining proximal end (fig. 1). 

Plastics are the obvious materials to use, 
but there is some difficulty in choosing one 
with the required characteristics of flexibility, 
elasticity, and ease of moulding and of sterilisa- 
tion. Most important of all, the material must 
not produce a foreign-body reaction, or the 
tube will become blocked. ‘ Polythene’ has 
been widely used in similar procedures, and the 
first 11 operations were performed with discs 
of this material. In those cases which failed, 
however, the discs were seen to be blocked 
by heavy deposits of fibrinous or collagenous 
material, and polythene was discarded in 
favour of nylon, a much more physiologically 
inert plastic. All the remaining operations 
in this series were done with nylon discs, but 
more recently an even better material, poly- 
tetra-fluoro-ethylene, has become available. 
This is almost completely chemically and 
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physiologically inert, has a high softening temperature, 
and is unwettable. The discs are now being manufactured 
of this plastic under the name of the ‘ Forrest Disc.’ * 
With all these materials the method of construction 
has™“been the same. The tube is shaped by passing a 
* Manufactured by Crane Packing Ltd., Slough, Bucks. 
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malleable wire through the lumen, bend- 
ing to the required shape and then 
heating to the softening point of the 
plastic. After cooling, the wire is with- 
drawn, whereupon the tube resumes the 
curved shape. (This general method 
has wide applications in other surgical 
procedures where a tube of a certain 
curve or angle is required.) The disc 
portion of the device is turned up from 
solid plastic rod. 


Operative Method 

The actual insertion of the disc presents 
few difficulties; it is straightforward 
(fig. 2), and well tolerated by the patient. 
Since the first 2 cases we have found it 
unnecessary to provide intravenous fluid 
or blood during operation. 

First, a short lumbar-puncture needle 
is inserted into the dependent lateral 
ventricle. A half-metre length of poly- 
vinyl chloride tubing of 2 mm. bore is 
connected to it, and used as a manometer 
to measure the ventricular pressure (fig. 
28). The tube is then lowered to drain 
the ventricles (fig. 2c). While the dura 
remains intact, fluid is allowed to drip 
until the pressure falls to atmospheric, 
and this rapid decompression has been 
found not to disturb the patient. 

An osteoplastic flap is next reflected, usually in the 
right posterior parietal region (fig. 24). Sometimes the 
bone is thin enough to be cut with stout scissors but 
often it must be sawn in the usual manner. Ths posterior 
limb of the bone section should be made about a centi- 
metre anterior to the occipito-parietal suture. If it is 





Fig. 3—The operation 
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too close, the dura, which is adherent to the suture, may 
be inadvertently lacerated. 

The dura should not be opened until the ventricular 
pressure has fallen to a low level and the dura is seen 
to be indrawn. If the skull is very thin this may not 
happen, because the sutures override and the skull 
collapses as fluid escapes. In these cases it is helpful to 
elevate the parietal bone by means of a blunt hook placed 
under the bone-edge. 

When the dura is incised the brain should fall away, 
leaving a space about 1 cm. deep. Thus the dural incision 
can be enlarged to 3 cm. and the disc inserted without 
risk to the cortical vessels (fig. 3D). When the brain 
has fallen away sufficiently, the lumbar-puncture needle 
may be withdrawn from the fontanelle. 

Selecting a bloodless area of the cortex near one end 
of the dural incision, the operator next passes a Jefferson’s 
brain cannula into the lateral ventricle, to form a track 
for the insertion of the tube (fig. 38). 

Before the device is inserted it is absolutely essential 
to make sure that there is no bleeding and to rinse away 


TABLE I—DESCRIPTION OF THE 36 CASES COMING TO OPERATION 


A. Type 
Communicating ‘ os ‘aa és ie 17 
Non-communic aed - 4 os os ee 10 
U nknown ha md ne a me 9 
Total oT _ ae - es 36 


B. Site of Block 


Aqueduct r és — - _— 5 
4th-ventricle foramen 7 ae as a 2 
Basal cistern . _ ee ea inc 12 
Arnold-Chiari malformation . . - - es 15 
U nknown és a Se 54 - 2 


Total = mi ae ea os 36 


with Hartmann’s solution all blood and clot which may 
have collected in the subdural space. The disc, which 
has been sterilised by boiling or autoclaving, is next 
prepared by the insertion of a blunt-ended hollow needle 
to straighten the tube, which is then passed down the 
track made through the cortex (fig. 3F). When it enters 
the ventricle, fluid is aspirated and then reinjected as 
the stylet is withdrawn, thus ensuring that the tube is 
not blocked with clot or brain tissue. The end of the tube 
then resumes its curled shape within the ventricle. 

With the aid of a brain spatula (fig. 3G), the disc is 
now rotated under the dural flap (fig. 3H), well away 
from the operation site. When hemostasis is certainly 
complete, the dural flap is closed (fig. 31). 


Postoperative Course and Complications 

The postoperative course is usually smooth, though 
the temperature is often elevated for a few days. The 
infant should be nursed flat for twenty-four hours, but 
supportive therapy is usually unnecessary. The fon- 
tanelle does not often collapse in the dramatic way seen 
after some drainage operations. As it is almost impossible 
to make a watertight closure of the dura, there is a risk 
of a collection of cerebrospinal fluid forming under the 
skin flap. The risk is minimised by application of a 


TABLE II—OPERATION RESULTS 








No. of cases % 
Ope rat ion succe seful : 13 36 
(arrest iiamediately after ope ration) a 

Operation not successful ee os 23 64 
Arrested subsequently od 5 
Still progressive o 4 1 
_De ad oe e« 17 

Total ig my as 36 100 


ORIGINAL ARTICLES 





[JUNE 22, 1957 


TABLE III—FATE OF THE WHOLE SERIES 








— Arrested Progressive Dead 
MN ne ah a a: bee 
No operation : 

Natural arrest .. mid 18 Fe 2 

Persistent (i.e., infection) 1 7 

Thin cortex oe =y" o- 1 1 

_ Det ath before operation rir ey 4 
“Total 86 (52%) = 3 (4%) ~—-| 31 (44%) 


firm dressing, but, if fluid does collect, it should be 
aspirated before it becomes infected. 

The only other complications we have seen were 
repeated slight intraventricular hemorrhages in 1 case, 
and massive fatal cerebral thrombosis in 2 cases. Most 
of our patients were well enough for discharge fourteen 
days after operation if drainage appeared satisfactory. 


Results 


In following up cases of a disease characterised by 
insidious progress or spontaneous arrest, it is not easy 
to assess the effect which an operation has had. Some 
of our cases which were steadily progressive before 
operation have remained static for between twenty and 
thirty-two months since. It is this group alone which 
has been classed as successful. A few of the cases seemed 
to progress for a time after operation but have since 
arrested. These have been classed as failures in our 
series, though operation may possibly have prevented 
too much deterioration before spontaneous arrest. 

Assessment has been by frequent checks, in which 
clinical impression, head measurement, and (in the 
majority) repeated ventricular-pressure readings have 
made a decision possible. In a few cases, dye-excretion 
tests and air studies have been used, and improved 
absorption or thickening of the cortex has been 
demonstrated. 

The problem of classification was simplified by the 
fact that all the cases which failed after having drained 
did so within four months of operation, and nearly all 
within two months. All cases which succeeded for that 


TABLE IV—CAUSE OF DEATH IN OPERATED CASES 


Related causes : 
Progressive hydrocephalus 
Intracranial infection 6 
Intracranial vasc mane thrombosis . . 
Operative ea 


m Protest 


Unrelated causes : 
Gastro-enteritis 
Inhalation of vomit 
Intestinal obstruction 


—— 


U nknown cause es ~ a Re as 1 


Total nik ei aa <i } 17 








length of time are still arrested, though of course it is 
impossible to say whether the arrest will be permanent. 

Of the 34 babies not operated on, hydrocephalus was 
arrested naturally in 20, as predicted. All these are alive 
and well now, except 2 who died, 1 congenital heart- 
disease and 1 of meningitis from an infected myelocele. 
Of the 14 progressive cases, 12 are dead, and 2 not 
expected to survive long. 

Of the 36 babies operated on, hydrocephalus was 
arrested immediately in 13 and later in 5. These 18 are 
all still well (table m). 

Tables m1 and Iv show the survival-rates of the whole 
series and the causes of death in the cases operated on. 


Discussion 


Little would be gained by comparing these results with 
The criteria of success must 


those of other workers. 
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differ widely in different series (here we are taking only 
the narrowest meaning—i.e., arrest definitely coinciding 
with operation). Also, we have made no selection of 
cases, operating on all with progressive disease in whom 
it was technically feasible to do so. This must have 
prejudiced results since many patients coming to opera- 
tion were in an advanced stage of the disease. We think, 
however, that this approach was the correct one, for the 
experience gained in treating these children is now proving 
of value in a more discriminating selection for a new 
series. 

In an attempt to devise a reliable method of selection, 
a dye-excretion test for the subdural space has been 
worked out. It was not used in the present series, but 
more recent work has showi a correlation between the 
percentage of dye excreted and the potential absorptive 
power of the space, and hence the prognosis for the 
operation in any particular case. 

The operation has a wide field of application, being 
suitable for the treatment of obstructive hydrocephalus 
wherever the site’of the block. Its sole requirement is 
a subdural space which will absorb sufficient cerebrospinal 
fluid and will continue to do so. Therefore, succéss 
cannot be expected in the presence of a subdural effusion, 
and the space will rapidly lose its absorptive power if 
operation is performed in the presence of recent ven- 
tricular hemorrhage or infection. We have operated on 
patients whose cortex is almost paper-thin but, apart 
from other considerations, the technical difficulty of 
placing the disc without damage to the cortex makes 
these cases almost hopeless. 

In failed cases, it has usually been found that the disc, 
and sometimes the subdural space itself, have become 
occluded by adhesions. More rarely, the disc has been 
found patent but the subdural space lined by a membrane 
and filled with unabsorbed fluid. In either case, the 
cause can usually be shown to be due to the presence of 
blood or low-grade infection. 

The fate of all the cases seen during the period of this 
series has been analysed to show that the success of the 
operation does not depend to any significant degree on 
natural arrest, since these cases have largely been 
eliminated before operation. The figure of 36% success 
for the operation series, not in itself very striking, must 
be considered in the light of the total arrest-rate of 52% 
for the whole series, and it must be remembered that the 
successes in the operation series were obtained from 
material from which many of the more favourable and 
only a few of the worst cases had been eliminated. 

In the next series we hope to be able to show that 
selection of cases will lead to more predictable arrest. 
The number of operations performed is already large 
enough to show that, in a wide variety of hydrocephalic 
infants, arrest for a considerable length of time can 
be produced. 


Summary 


An operation for hydrocephalus is described and a 
previous report amended. The operation consists in the 
insertion of a plastic device through the cerebral cortex 
to provide drainage from the lateral ventricle to the 
overlying subdural space. 

A series of 36 operations on cases selected from 70 
hydrocephalic infants is presented and the resulte 
discussed. 13 of the operations seem to have arrested 
the disease. 

The results suggest that the method may be of value 
in many types of hydrocephalus, especially after selection 
by subdural dye-excretion studies. 


We wish to thank our colleagues at both hospitals for their 
codperation. One of us (K. M. L.) acknowledges the support 
of the research committee of The Hospital for Sick Children, 
Great Ormond Street. Thanks are also due to Mr. D. Martin 
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of The Hospital for Sick Children for fig. 1 and to Miss J. 
Hassell, the medical artist at the Westminster Medical School, 
for figs. 2 and 3. 
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THE TRANSFER OF BLOOD BETWEEN 
BABY AND PLACENTA IN THE MINUTES 
AFTER BIRTH 


Mavis GUNTHER 
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OBSTETRIC HOSPITAL, UNIVERSITY COLLEGE HOSPITAL, 
LONDON 

In 1801 Erasmus Darwin wrote : 

** Another thing very injurious to the child, is the tying 
and cutting of the navel-string too soon ; which should always 
be left till the child has not only repeatedly breathed but till 
all pulsation in the cord ceases. As otherwise the child is 
much weaker than it ought to be, a part of the blood being 
left in the placenta, which ought to have been in the child.”’ 


Since then many estimates have been made of the 
amount of additional blood which a baby may receive if 
the cord is not tied immediately. Assessments have been 
made by weighing the baby (Haselhorst 1929, Allmeling 
1930) and from blood volumes, and from the amount of 
blood obtainable from the placenta (DeMarsh et al. 
1942). Each investigator has found that a considerable 
proportion of the placental blood may flow into the baby 
or be trapped in the placenta according to the time of 
tying the cord. 


Present Investigation 


Continuous records were made of the baby’s weight in 
the minutes after birth so that not only the amounts of 
blood but also the events determining its flow could be 
examined. 


A semi-automatic weighing-machine was adapted to give 
a continuous record on a constantly moving drum indicating 
weight gain and loss. The machine stood on an adjustable 
trolley and could be raised and lowered. As soon as the baby 
was born he was put on to the pan in warmed blankets, and 
the recording pen was quickly brought near the centre of the 
chart by putting weights on the other pan. There was 
inevitably a delay, usually of 10-20 seconds, between the 


.completion of birth and the start of the record. 


The instrument was so sensitive that the baby’s movements 
caused an oscillation and a thickened record. This had the 
advantage of showing the vigour of the baby’s movements 
without obscuring the weight trend. Large oscillations and 
interruptions in recording were inevitable during resuscitation 
and were sometimes also caused by the baby’s movements. 

No attempt was made to hold up the flow of blood by 
constricting the cord while the record was interrupted or 
during the initial phase of getting the baby on to the pan. 
Since at this stage the blood usually flowed rapidly to the 
baby, the total gains recorded were probably less than might 
have been obtained by holding up the flow then. Recording 
usually continued until just before the birth of the placenta. 


Changes of weight were recorded in 39 babies born by 
vaginal delivery and 11 born by ce#sarean section. 
There were 33 boys and 17 girls. The boys outnumbered 
the girls possibly because weighing was stopped at the 
outset through anxiety for the baby more often in the 
case of girls than boys, 

Pulsation in the cord was taken to indicate partial or 
complete patency of the cord arteries. Because this 
was not seen to recur once it had ceased, blood was 
considered to flow only through the umbilical vein after 
cessation. The records of weight change after vaginal 
deliveries showed that though the flow was mostly 
towards the baby, rapid loss from the baby to the 
placenta also often took place, sometimes but not often 
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was pean aeeay. “The baby was then rained 
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above the level of the vulva (the broadened 
record represents the vibration of winding the 
pan up). It will be seen that a loss of weight 
started as the baby’s position was altered and 
continued until the pan was quickly lowered to 
below the original level. The succeeding gain 
when the baby was below the level of the vulva 
slowed as the baby started an outburst of crying ; 

the subsequent tracing shows a slow steady gain. 
t The loss of 26 g. and the gain of 58 g. brought 
about by small hydrostatic changes due to the 
baby’s position show how a baby may lose blood 
through being held above the level of the 
1 placenta. In this instance the loss was cut 








10 
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Fig. |—Weight changes in baby lying at level of vulva, with cord pulsating for 19 
minutes. Note weight changes induced by uterine contraction and reiaxation. 


equalling or even exceeding the gain. When the umbilical 
arteries were open, such loss may have been due to the 
pumping up of the placenta from the arterial side or be 
due to venous loss and no distinction could be found 
to indicate which was happening, except that where 
pulsation was present loss was more frequent. 

To find whether siphonage played any part in the 
interchange of blood, the weighing-machine and the baby 
were racked up and down to about 15 cm. above and 
below the level of the mother’s vulva when the baby’s 
weight was steady. 

Figs. 1-3 illustrate the events in three instances where 
the cord was pulsating during all or nearly all the period 
of tracing. 

In fig. 1, with the baby kept at the level of the vulva, the 
successive gains synchronised each time with a uterine con- 
traction, which was shown by the small increased loss at the 
introitus. In this record the dominant effect of uterine tone 
is so clear that the baby’s weight record had become virtually 
a plethysmograph of uterine activity. 

In the record shown in fig. 2 two gains were accompanied 
by uterine contraction, but there was no weight-loss even 
though the baby was raised and lowered, once stability had 
been reached. 

Fig. 3 shows an instance where a baby who was slow to 
cry gained and lost and gained again before crying was 
established, the timing of the changes being different from 
those in figs. 1 and 2. 


Fig. 4 shows part of a tracing where pulsation had 
ceased and the weight, though still slightly increasing, 
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20 short by altering the baby’s height and was not 
necessarily maximal. Clear evidence of loss and 
gain through venous siphonage was seen in 5 
cases in the 19 where triaf could be made. 
The weight changes in 11 babies born by 
cesarean section were recorded despite the difficulties 
of the circumstances. The baby was put on to the pan 
and the weight charted intermittently between frequent 
phases of resus- 
citation (fig. 5) 
(after its deli- 
very the pla- 
centa was put 
in a tilted 
kidney-dish and 
taken, together 
with the baby 
and the appara- 
tus, to another 
part of the 
theatre). These 
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tr asting STOUPS Fig. 3—Large early weight gain succeeded by loss 
(fig. 6) $ and small gain. Cord pulsating throughout. Baby 
(1) 3 babies at level of vulva. 


were large and 

vigorous and recording was continued conveniently. The 
increases observed included 3 of the 4 greatest seen in this 
investigation (125, 130, and 180 g.). 

(2) In the other group the birth-weights were, with one 
exception, under 3-5 kg., and the signs of vigour were delayed ; 
so the recording was cut short, but even in the period of 
observation a stationary phase appeared to have been reached. 
None of these babies received more than 55 g. of blood. 
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Discussion 


These records confirm once more that, if the cord 
is left untied, a baby will usually increase his blood 
volume by a significant amount. The weight of blood 
received by these babies, as in Haselhorst’s (1929) and 
Allmeling’s (1930) work, was roughly correlated to the 
baby’s weight (fig. 6), ranging from 0-8 to 4-:7% of 
the body-weight. If the blood of the neonate weighs 
about 10% of the body-weight the amount of blood 
involved can probably be more than 40% of the baby’s 
blood volume. 

Little is known of what determines how much blood 
the baby’s body will accept. The amount of blood 
passing into the baby may be correlated to the baby’s 
size because the size of the placenta is similarly related, 
and the amount of blood in the placenta depends on 
the size of the placenta. The changing resistance of the 
pulmonary vessels at the onset of respiration in the 
maturing embryo (which has been found in sheep by 
Born et al. [1955]) may be another contributary factor. 
Thin cords appear to go white and cold sooner than thick 
ones, and transfer ceases soon after the cord is white. 
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The baby’s 
size is not the 
only determin- 
ing factor, be- 
cause some of 
the records 
showed a cessa- 
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been filled. Fig. 4—Loss of weight from siphonage when 
For instance baby was raised, and restoration when baby 
fig 4 shewe was lowered. No pulsation of cord. 


that, after siphonage out, the blood flowed in fast at first 
when the baby was put below the level of the placenta ; 
but, when the gain reached a point lying more or less on 
the projection of the original weight line, the gain slowed 
suddenly and continued as before from there. In that 
case the loss and gain were known to be venous and the 
inflow was at a rate of 60 g. a minute. If the circulation 
time in a neonate is about 10 seconds (Lesser et al. 1952), 
this addition to, and the earlier subtraction from, the 
circulation are relatively small, but the definite limit 
observed suggests that the filling may have been partly 
set, perhaps, by the capacity of liver, lungs, and spleen. 

The intake was also seen to be limited on a small scale 
by a certain sequence of events. In many records a 
relatively steep gradient showing flow into the baby, as 
in fig. 1, was followed by a burst of crying rather as, in 
transfusing a baby, crying is often induced by quickness 
of flow. Sometimes the crying had little apparent effect 
on the rate of inflow, 
but more often the 
raised intra-thoracic 
pressure of crying 200F 
could be seen to be 
damming back the 
venous flow or even 
to be driving blood 
into the cord vein at 
the umbilicus when 
the cord had been 
previously empty. 
The immediate effect 
of crying may there- 
fore be to slow the 
intake ; yet the con- 

rast between the 

two groups of babies 
born by cesarean 
section implies 
that the lusty crying baby gains much while the baby not 
quickly putting its lungs into use gains little. 

We have, then, a picture of complicated hydrodynamics. 
After vaginal delivery the force of the uterine con- 
tractions, known to be about 60 mm. Hg in the second 
stage (Moir 1936), may squeeze the placenta. The baby’s 
systolic arterial pressure of 69 mm. Hg (Holland and 
Young 1956) tends to distend the placenta and does so 
rapidly while the umbilical arteries are patent and the 
uterus is relaxed. The blood in the umbilical vein is 
hastened towards the baby by uterine contraction but, 
when uterine tone is poor, may flow in either direction, 
which is determined by small changes in pressure, such 
as those induced by 15-cm. difference in height (12 mm. 
Hg) and by changes in intrathoracic pressure. 

In addition it is probable that the physiological 
mechanisms in newborn lambs described by Dawes et al. 
(1953, 1955, 1956) and Born et al. (1955, 1956) have their 
counterpart in man, and that the interplay of pressure 
changes and the patency of the foramen ovale and the 
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Fig. 5—Weight after cesarean section. 











ductus arteriosus and the calling up of autonomic effects 
by asphyxia with quickened umbilical arterial flow alter 
and are altered by the nett flow of blood. 

Most important of all, presumably, are the interaction 
and interdependence of the inflation of the lungs and the 
increasing circulation in them. Jaykkaé (1957), who sub- 
jected the lungs of stillborn babies to constant inflation 
down the trachea and constant reduced pressure sur- 
rounding the lungs, showed that the distension of the 
lungs was greatly aided by distending the pulmonary 
arteries (in his work at 80 mm. Hg). It seems that, for the 
establishment of breathing, the ample filling of the right 
side of the heart and also perhaps reversed flow in the 
ductus should occur with the phases of attempts to 
distend the 
thorax. Al- 200 
though the 
venous inflow 
is halted by 
the expiratory 
efforts of cry- 1I50F e 4 
ing, over a 
period of time 
the distension 
of the lungs 
would be pro- 
moted by the 
existence of a 
reservoir to 
feed into the 
circulation. 50b ead 4 

If the inflow “is oe ag 
is important 
not only for a 
increasing the 
amount of 0 F 1 ae” 1 . 
blood but also 20 25 30 35 40 45 50 
for expanding BIRTH - WEIGHT (kg.) 
the -lungs, de- Fig. 6é—Relation of weight gain to birth-weight. 
lay in tying 
the cord has to be viewed slightly differently. With 
a brief delay the obstetrician may be helping the 
baby to 50 g. of blood; with a longer delay there may 
be an alternation of events which benefits the child even 
more. Possibly there is here a principle of intermittency. 

Further work should show whether the incidence of 
pulmonary syndrome of the newborn can be reduced by 
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.allowing this reservoir to operate. Bonham Carter et al. 


(1956) have already shown that the child who survives 
the condition has the capacity to increase his caval 
pressure. The added risk of pulmonary syndrome in 
delivery by cesarean section (Bound et al. 1956) 
may be due to the draining to which nearly all babies 
so born are subjected ; because at cesarean section the 
baby is usually held well above the mother’s abdomen, 
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the intra-uterine pressure being roughly that of the 
atmosphere. The cord vessels are conspicuously dis- 
tended. Loss of blood into the placenta is almost cer- 
tainly fast and large, and the baby loses not only what 
would have been transferred to him if tying had been 
delayed but also an additional amount flowing in both 
cord vein and arteries into the unsqueezed placenta. 
Usually the cord is cut near the baby, a practice which 
deprives him also of the 10-15 ml. of blood in it. Many 
surgeons now hold the baby at table level to avoid 
siphonage. Landau et al. (1950) suggested delaying the 
tying of the cord and slinging the placenta in a towel 
above and beside the baby in the cot to allow passive 
transfer to continue. 

Siphonage and arterial loss are also almost inevitable 
when the mother is delivered in the lithotomy position 
and the baby placed on her abdomen, unless an oxytocic 
drug has been given. Loéhne (1943) recommended that 
babies delivered by forceps should be put below the level 
of the vulva. This procedure is also probably very 
important to the first born of twins; at their birth the 
large relaxed uterus cannot be treated with oxytocics ; 
for them the cord should be left untied until it is white 
and the uterus contracted, the baby lying below the level 
of the placenta. 

Holland and Young (1956) describe persisting low 
blood-pressure in infants after breech and forceps 
deliveries and, more especially, after caesarean section. 
Their findings may well be a measure of the draining to 
which the babies are subjected where an analgesic is 
keeping the cord arteries patent, anesthesia has relaxed 
the uterus, and the position of the baby is allowing 
siphonage. I have been repeatedly surprised that the 
baby’s condition gives no indication of the loss of blood 
into the placenta. Obstetricians can so easily be unaware 
that blood is draining from the baby, and none would 
consent to the visible removal of 30-50 ml. 

One argument often put in favour of delayed tying of 
the cord is the tradition that the baby born before the 
arrival of assistance thrives. In such a case the baby 
usually lies at a level lower than the placenta, the tying 
of the cord is not immediate, and the placenta (and the 
blood going to the baby) is kept warm in either the uterus 
or the vagina. 

In most deliveries nowadays we cannot imitate what 
appears natural, because analgesics (pethidine and chloral 
in this work) given to the mother during labour pro- 
long the duration of pulsation in the cord. Fig. 7 
relates the duration of pulsation to the administration of 
analgesics. Since analgesics have such a definite action 
on the umbilical arteries, their possible effect on the 
closing of the ductus arteriosus and their effect on 
uterine arteries need to be reconsidered. The incidence 
of postpartum hemorrhage among women receiving one 
analgesic should be compared with a group receiving 


none rather than with those receiving another. The 
delay between administration and its effect on the 


umbilical vessels presumably prevents the use of anal- 
gesics in the treatment of prolapsed cord. 

This investigation was first undertaken to determine 
whether delayed tying of the cord would provide fluid 
to tide the baby over the period of dehydration. No 
clear evidence was obtained on this point, but certainly 
the additional blood is enough to be a significant con- 
tribution to the baby’s nutrition: 100 g. is more fluid 
than a baby usually takes from the breast in the first 
two days; and the iron content is as much as the baby 
might be expected to get from milk in his first month. 

Fear has been expressed that the increased intake of 
blood would cause severe jaundice, but only 1 of the 50 
babies developed severe jaundice. It is unlikely that 
jaundice was prevented by increased renal secretion 


induced by greater fluid intake, because the weight losses 
in the first days of life were not unusual. 
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Summary 


The transfer of blood between baby and placenta was 
studied by continuous records of the baby’s weight after 
normal deliveries and after birth by czsarean section. 

The transfer of substantial amounts of blood to the 
baby was confirmed, but large losses were also observed 
and were attributed to loss through patent umbilical 
arteries and by siphonage when the baby was held higher 
than the placenta. 

Three large vigorous babies born by cxsarean section 
gained very much, but the others little. 

Pulsation in the cord was prolonged if the mother had 
received analgesics. 

The findings are considered in relation to obstetric 
practice and neonatal respiratory physiology. 


My thanks go to Sister K. M, Billing and to the obstetric 
staff of University College Hospital for,their help in this work, 
which was assisted by a grant from the Medical Research 
Council. 
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ACUTE SUPPRESSION OF URINE AND 
LIVER FAILURE ACCOMPANYING 
ECLAMPSIA 
Davip SALTOUN* 
M.B. Belf. M.B. Belf. 


LATE SENIOR HOUSE-OFFICER LATE HOUSE-SURGEON 
ASHTON UNDER LYNE GENERAL HOSPITAL 


D. D. Kryn 


SUPPRESSION of urine may have many causes, and we 
do not always understand its pathogenesis. It is a well- 
recognised complication, but we do not know why anuria 
following eclampsia has hitherto been almost invariably 
fatal either directly or through further complications. 

Many cases of anuria treated conservatively have been 
described. Most of those from departments of obstetrics 
and gynecology have followed abortion, incompatible 
blood-transfusion, antepartum hemorrhage, or post- 
partum hemorrhage. 2 9—11 16—19 21 23 24 26 28-80 34—37 Few 
detailed reports of anuria in eclampsia have been pub- 
lished, and a large proportion of the patients died.1? 1% 2 
24 25 29 35 36 

In the present case the patient developed anuria during 
eclampsia and was treated conservatively and recovered, 
probably because the renal failure was recognised early 
and conservative treatment, based on the lines of Borst, 
Bull, and others,*?—’ 14 °® was started at once. We have 
been unable to find any published report of a case of this 
type treated in this way. 


Case-report 


The patient, aged 29, was admitted with severe pre- 
eclampsia at 9.20 p.m. on Feb. 10, 1956. This was her third 
pregnancy, and she had borne two children. Her two previous 
pregnancies had been normal and both deliveries spontaneous. 


* Present address : West London Hospital, London, W.6. 
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There was no relevant medical history. She was 34 weeks 
pregnant and had had ankle edema for the past three weeks 
and one episode of spots before the eyes. Both symptoms 
had subsided with rest in bed. She had had headaches during 
the past two days. 


Examination 

The patient was conscious. Her pulse and temperature 
were normal, and blood-pressure 220/120 mm. Hg. (Edema 
caused generalised puffiness of her face, and her finger rings 
were immovable. There was gross pitting on pressure 
from her ankles to half-way up her thighs. She had gross 
albuminuria, and her urine became solid when boiled. A single 
foetus was palpable, with its breech presenting in the left 
sacro-anterior position, and its size was consistent with the 
duration of amenorrhea. The foetal heart was regular. No 
abnormality was found in the other systems. 


Treatment and Course 

A basal-anzsthetic dose of bromethol 6-3 ml. (0-09 ml. per 
kg. of estimated body-weight) in 217 ml. of water at 110°F 
was given rectally and repeated five hours later. Seven hours 
after admission the patient had an eclamptic fit, and a further 
6-3 ml. of bromethol was given. There was a second fit at 
7.45 a.m., and a further 6-3 ml. was given. 

The blood-pressure had fallen to 130/110 mm. Hg (fig. 1), 
and at 10 a.m. a stillborn female was delivered spontaneously. 
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Fig. |\— Temperature and blood-pressure. 


The third stage was completed in five minutes, and there was 
no abnormal retroplacental clot. There was therefore no 
evidence of accidental hemorrhage. 
Post Partum 

Large doses of sedatives (phenobarbitone sodium gr. 3 and 
paraldehyde 10 ml.) were given intramuscularly in the next 
few hours, and the blood-pressure remained 130/100 mm. Hg. 
Seven hours after delivery the patient was jaundiced and had 
passed only about 8 oz. of urine since admission. Next day her 
blood-urea level was 55 mg. per 100 ml. (fig. 2) and serum- 
bilirubin level 22 mg. per 100 ml. (see table). The van den 
Bergh test gave a direct biphasic reaction. There were 
numerous red blood-cells but no crystals or casts in the first 
specimen of urine examined in the ward by us. Subsequent 
laboratory examinations revealed casts in addition to the red 
cells. 
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The day following delivery the patient remained unconscious. 
A catheter was kept in situ and was released hourly, to see 
whether urine was being secreted. It was felt that repeated 
catheterisation would be necessary, and that this would 
be more likely to provoke urinary infection than would 
a catheter kept in the bladder. The facts that the patient 
was unconscious and that it was necessary to save and 
measure all the urine influenced this decision. No urine 
was obtained in eight hours in spite of intravenous fluids, 
which were given as 25% dextrose 1 litre plus a quantity 
equivalent to the previous day’s output (fig. 3). The blood 
chemistry was estimated daily (fig. 4). For the intravenous 
transfusions into the arm was substituted a polyethylene 
cannula in the inferior vena cava by way of the sapheno- 
femoral junction. Fluid requirements were calculated as 
before except that 40% glucose was used. Treatment with 
intravenous 40% glucose 1 litre a day provided 1600 calories. 
Amounts in excess of 1 litre were given as 5% dextrose. 
When the CO,-combining power remained low, 1/6 molar 
sodium lactate was given from the sixth to the ninth day 
instead of some of the 5% glucose. An attempt was made to 
correct anemia by transfusing packed cells. Intramuscular 
calcium gluconate was given because of the low serum-calcium 
level. 

On the third postpartum day the patient’s temperature 
rose*to 105-6°F. This was first treated by tepid sponging, 
which proved ineffective. She was then cooled with damp 
sheets, the draught from electric fans, and ice applied to her 
body and extremities. Aureomycin 250 mg. was given into 
the drip. Her temperature remained raised for five days 
before settling to normal. 

On the fifth postpartum day diuresis began, the patient 
passing 1300 ml. of urine in twenty-four hours. The jaundice 
was noticeably less (serum-bilirubin level 5 mg. per 100 ml.), 
and the patient spoke to the nurse for the first time. Her 


-hemoglobin was 55% (Haldane) (8-1 g. per 100 ml.) and 


1 pint of packed cells was given slowly. This was not counted 
in the daily intake requirements. 

Next day her general condition was improved and serum- 
bilirubin level was 2-2 mg. per 100ml. She could take fluids by 
mouth, and the amount so taken was allowed for in calculating 
the daily requirements. From then on the amount of fluid 
given orally was increased until the intravenous route was 
discontinued on the ninth day post partum. A light diet was 
allowed but no protein until the blood-urea level fell below 
100 mg. per 100 ml. on the fourteenth day post partum. 
A low-protein diet was then allowed. The jaundice disap- 
peared, and the serum-electrolytes and -serum-bilirubin levels 
returned to normal values. 


LIVER-FUNCTION TESTS AND BLOOD-SUGAR LEVELS 





Liver-function Tests : 
Total protein (g. per 100 ml.) 
Albumin (g. per 100 ml.) 
Globulin (g. per 100 ml.) 
A:G ratio i iow 
Thymol turbidity (units) pA 
Thymol flocculation (units) aa 
Serum-bilirubin (mg. per 100 ml.) o* 
Prothrombin activity (% of normal) .. 
Plasma specific gravity .. ei 
Alkaline phosphatase (K-A units 
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On March 7 the blood-urea level was 39 mg. per 100 ml. 
g- Pp ’ 


and the urea-clearance test showed 45% of normal function 
in standard urea-clearance. The specific gravity of the 
urine was 1-000-1-008. The patient was discharged on 
March 8, her blood-pressure being 160/80 mm. Hg. 


Follow-up 

The patient was readmitted a month after discharge. She 
was feeling well and had maintained her low-protein diet. 
Her blood-pressure was 125/90 mm. Hg. Her serum-electro- 
lyte levels and liver-function tests were all within normal 
limits; her blood-urea level was 35 mg. per 100 ml. Her 
standard urea-clearance was 34% of average normal function, 
and her urine 
was concen- 
trated up to 
1-012. 

Three months 
afterwards the 
specific gravity 
of the urine 
was 1-002-1-020 
and the stan- 
dard urea- 
clearance test 
51% of normal 
function. 
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kidneys, a 25% glucose infusion was started into an arm vein, 
and 1 litre was given in twenty-four hours. Digoxin was 
added to this because of the congestive failure shown by the 
raised jugular venous pressure and gallop rhythm. 

Thirty-six hours later it was realised that this situation 
might continue for some time, and the infusion into the arm 
vein would not be able to continue indefinitely because of the 
risks of local thrombosis and inadequate caloric intake. 
Accordingly it was decided to give fluids into the vena cava. 
Therapy by glucose/peanut oil intragastrically was not con- 
templated, because of coma and possible vomiting. The 
inferior vena cava was chosen because access to it by cutting 
down on to the saphenous vein close to the sapheno-femoral 
junction was thought to be easier for those inexperienced in 
the technique. Moreover only ordinary polyethylene tubing 
was available, whereas a proper cardiac catheter was thought 
to be essential to pass the subclavian arch to reach the superior 
vena cava. However, since then it has been pointed out 
(G. M. Bull, personal communication, 1957) that it is quite 
easy to put a polyethy lene tube into the superior vena cava via 
the antecubital vein. It is just pushed until roughly the 
right length is in, and then its position is checked by mano- 
metry as follows: if there is an inspiratory lowering of 
pressure it is in the thorax or the neck ; if an inspiratory rise 
it is too far (in the inferior vena cava). If it is in the neck 
a Queckenstedt sort of test will reveal this; if in the right 
ventricle there will be a higher mean pressure than there 
should be. 

It is neither hazardous nor difficult either to set up or to 
maintain an infusion into the inferior vena cava. Considerable 
discussion and speculation preceded our use of it, but experi- 
ence soon showed it to be quite simple. 

Since the patient was not fit to be moved, the operation 
was done, with her in bed in her side-ward, under fully aseptic 
technique. Through a two-inch incision the upper end of the 
left saphenous vein was exposed and the distal part ligatured. 
A no. 4 polyethylene tube was introduced into the proximal 
end for about ten or eleven inches and tied in with a double 
catgut ligature. A further deep nylon suture was inserted 
and tied over a gauze pad. By this means the patient’s 
intake of fluids and calories was maintained for seven days. 
Heparin 2500 units per litre was added to the drip as a harm- 
less and necessary precaution. Prophylactic aureomycin 
250 mg. daily was given, sometimes by direct injection into 
the polyethylene tube, and at other times it was added to the 
transfusion bottle. It has since been realised that we gave 
too much aureomycin and risked getting dangerously high 
blood-levels in a patient whose glomerular filtration mech- 
anism was not working. A more rational régime, which 
would be followed in a future case, would be to give a loading 
dose of 1 g. aureomycin and thereafter 250 mg. every four 
days, or alternatively to stick to the simpler and safer penicillin, 
given as 1 mega unit followed by 0-25 mega unit on alternate 
days. The need for preventing infection at this stage has 
been emphasised by Bull * and others. 

In dealing with a case of this severity for the first time it 
is necessary to keep very accurate fluid-balance charts ; and 
it is important that one member of' the team should be 
responsible for sending specimens of blood to the laboratory 
at the same time each day, receive the results personally, and 
provisionally order treatment for the next twenty-four hours. 
This minimises the chance of confusion, as has been pointed 
out by Scott Russell et al.?? 

Renal failure was recognised early, but a prompt decision 
to start treatment cannot be overemphasised. This is more 
likely to sueceed when the complication is anticipated. 


Hyperpyrexia 

When her temperature reached 105-6°F on the third day 
the patient appeared moribund. Energetic measures were 
needed because ordinary tepid sponging had not helped. She 
was stripped and covered with a wet sheet, and the draught 
from open doors and windows was augmented by electric fans. 
Her limbs and trunk were then packed with plastic theatre-caps 
filled with ice cubes. As the covering sheet became dry it 
was easily moistened by cold water from the ice bags. 

A small brain-stem hemorrhage following the eclampsia 
was considered to be the cause of the hyperpyrexia. 


Eclampsia 

The only deviation from the usual therapy of bromethoi 
and general nursing was that bromethol was repeated on three . 
occasions after the first dose—i.e., a total of 25-2 ml. in about 
twelve hours, including an unknown amount that was not 
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retained. This was possibly excessive and may have been 
responsible for some damage in a liver already affected by 
eclampsia. Slow detoxication of the bromethol may have 
added to the subsequent coma. 

Morris *? did not find evidence that oliguria was a 
complication of bromethol treatment. 


Electrolyte Balance 

The deviation from normal of the blood-electrolyte levels was 
fairly severe, but they never reached levels of extreme danger. 
Some were nevertheless abnormal enough to merit comment. 

Potassium.—The initial hyperkalemia was effectively con- 
trolled by the protective action of the hypertonic glucose,® 
and alternative measures were not required. Hyperkalemia 
is always to be feared; it prolongs the PR interval and 
lengthens and elongates the Q R Ss segment. An electrocardio- 
graph is necessary to demonstrate these changes.** ** Hyper- 
kalemia may be minimal, but the excess potassium in the 
blood may have been sufficient to act harmfully on the heart. 
Such damage may be detected electrocardiographically, 
whereas estimation of the serum-potassium level alone might 
not show sufficient abnormality to suggest myocardial changes 
resulting from it. Digoxin should then only be given if 
congestive failure is severe and there is no sign of reduced 
myocardial conductivity. 

Alkali reserve.—The acidosis persisted until sodium lactate 
was given intravenously. Sodium lactate could perhaps have 
been given at an earlier stage to this patient, but the question 
arose of administering sodium to an cedematous patient. It 
was considered wiser not to give it as lactate intravenously in 
the early stages but to wait and see if the acidosis would 
correct itself. When this did not happen, even after concen- 
trated sodium bicarbonate had been given orally, we decided 
to observe the effect of 1/6 molar lactate, estimating the alkali 
reserve daily. The response was good (fig. 4), and there was 
no sign of retention of sodium ; but much of the cedema had 
subsided by the time this stage was reached. There is 
controversy about whether sodium lactate should be given 
to correct acidosis in the presence of edema; we steered a 
middle course without disadvantage. We feel that each case 
should be judged on its merits; and, if sodium lactate is 
given, one should be ready to stop it whenever signs of 
retention of sodium appear. 

Calcium.—The serum-calcium level fell and tetany was 
feared. Therefore 10% calcium gluconate 40 ml. was given 
daily. The intramuscular route was chosen as being safer 
than the intravenous. The hypocalezmia is compensatory to 
retention of serum-phosphate when there is no renal function, 
and was to be expected. Calcium has an effect on the myo- 
cardium about opposite to that of potassium; it therefore 
seemed logical to give calcium to the patient. 


Blood-transfusion 

When the hemoglobin was found to be 55% (8-1 g. per 
100 ml.), a pint of packed cells was given. Opinions differ 
about whether this should be done, Bull ® being in favour and 
Sheehan ** against. No rise or fall in serum-potassium level 
was detected after the transfusion. 


Vena-cava Infusion 

The vena-cava infusion was stopped after seven days, when 
the patient had recovered clinically but the specific gravity of 
the urine was still only 1-010, showing that selective reabsorp- 
tion had not yet been restored, although glomerular function 
was adequate. Subsequent renal function may have been 
improved had this infusion been maintained another week, 
but some authorities suggest that concentrated glucose solution 
may have toxic effects on the kidneys. For that reason it 
was discontinued as soon as possible. 

Signs of liver failure following eclampsia are uncommon, 
and the cause is obscure, but a large supply of glucose is 
known to exert a protecting influence. An adequate intake 
of vitamins was given, as recommended by Bull.® 


PROGNOSIS 

Eclampsia 

The recurrence-rate of eclampsia alone is about 10%.14 
Renal Function 

Since the patient can concentrate urine to 1-020 and the 
urea-clearance rate is rising, the prognosis for the renal lesion 
is favourable. Eclampsia does not appear to cause permanent 
renal damage.?* An insufficient number of women have yet 
recovered from acute suppression of urine for a more accurate 
prognosis to be given. 

Liver function.—This quickly became normal, and the 
regenerative capacity of the liver is well-recognised. 
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Discussion 


It is now generally agreed that the conservative régime 
should be started as soon as anuria is recognised, so that 
the patient’s milieu intérieur never becomes so abnormal 
that she dies before renal function is restored. This 
treatment is rational because the kidneys of patients who 
die on the eighth to twelfth day of anuria commonly 
show active regeneration of tubular cells in the injured 
areas. Anatomical and functional repair of the kidneys 
may take place if the patient can be kept alive long enough. 
Treatment aims at reducing the breakdown of cell protein 
to a minimum, thereby diminishing the rate of accumula- 
tion of metabolites—e.g., urea—and of potassium in the 
blood. It is the increase in extracellular potassium which 
usually kills the patient.® 


Aitiology of Anuria 

The general medical and surgical causes of anuria have 
been enumerated,'* and the obstetric ones analysed.® *3 35 
Terminology used in defining anuria has varied between 
anatomical, symptomatic, and etiological. Among the 
names used more or less synonymously have been the 
following: acute renal tubular failure, lower-nephron 
nephrosis,?® acute tubular necrosis, acute nephrone 
nephrosis,! crush syndrome, transfusion kidney, and 
traumatic uremia. Possibly the name of choice, when 
eclampsia is involved, is merely ‘‘ acute suppression of 
urine,”’ because it involves no theory of pathogenesis. 

When anuria in obstetrics is classified into xtiological 
categories of shock, excretion of abnormal pigment, and 
circulating nephrotoxic substances,** it is at once seen 
that all the causes except eclampsia would easily find 
their place in a list of the general medical and surgical 
causes of anuria: some (e.g., accidental hemorrhage, 
postpartum hemorrhage, ruptured uterus, incomplete 
abortion, and ectopic gestation) are similar to such 
causes ; and others are medical conditions that happen 
to obstetric patients (e.g., incompatible transfusion, 
hemolytic drug-reaction, sulphonamide or quinine sensi- 
tivity, mercurial poisoning, and septicemia). Thus 
pathogenesis of the ‘‘ shock ’’ causes may be explained as 
renal ischemia and its nine grades of lesion according to 
degree and severity,*! ** that of the other causes being 
damage to tubular epithelium by pigments and toxins 
preventing selective reabsorption of the glomerular 
filtrate ; but where eclampsia comes in this classification 
is uncertain. Slowinsky ** puts it among the nephrotoxic 


- agents as ‘‘? toxins of eclampsia and pre-eclampsia.” 


But what the toxins are is unknown, and where they 
exert their influence is undiscovered. Until further light 
is shed on the subject, it could be suggested that renal 
failure in the present case of eclampsia followed the 
pattern of that in shock, the renal ischemia arising from 
spasm of the renal arterioles and capillaries. 

The réle of the hypothetical toxin is unknown. We 
are certain that our patient did not suffer enough shock 
to make her anuric, because her blood-pressure was 
always above normal. There was no evidence of concealed 
accidental hemorrhage *° either before she became 
unconscious or after delivery, and she did not have a 
postpartum hemorrhage. Blood-transfusion, sulphon- 
amide, and quinine therapy were never used, and there 
was no evidence of any other intoxication. We conclude 
that her renal failure could only have been of eclamptic 
origin. 

The cause of renal; failure is leakage of glomerular 
filtrate through the walls of the damaged tubules instead 
of being concentrated and transported by them. 

It has been said that the importance of oliguria and 
anuria in obstetric cases may sometimes have been 
unrecognised previously. This may be due to the over- 
whelming nature of other aspects of the case, the s 
with which patients succumbed, or the lack of standard- 
ised rational routine of treatment. 
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Summary 

A case of fulminating pre-eclampsia progressing to 
eclampsia and stillbirth while under bromethol therapy 
is described. 

Renal and hepatic failure followed, the patient remain- 
ing unconscious for five days. 

Her brain-stem appears to have received damage, 
which was reversible. 

Concentrated glucose was given into the inferior vena 
cava, the electrolyte equilibrium was carefully controlled, 
and hyperpyrexia was reduced by physical cooling. 

We wish to thank Mr. T. B. FitzGerald for permission to 
publish ; Dr. D. A. K. Black for helpful advice during treat- 
ment; and the nurses for the skilful attention they gave 
this patient. 
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Reviews of Books 


William Harvey 
His Life and Times: His Disceveries: His Methods. 
Louis Cuavvors, Lauréat de l'Institut et de l’Académie 
de Médécine. London: Hutchinson Medical Publications. 
1957. Pp. 271. 25s. 

In this tercentenary year of Harvey’s death, many 
doctors and medical students will want to learn more 
of his life and times, his discoveries and his methods, and 
in this book Dr. Chauvois, a distinguished French 
physician and medical historian, has provided exactly 
what they want. He has carefully studied and sifted 
all the available information, and he has inspected all 
the memorials of the great man. An accomplished 
scholar, he has also examined the Latin texts of Harvey’s 
published writings. From these materials, his balanced 
judgment has produced a life-like portrait of the man and 
the scientist. He has not hesitated to use deliberate 
fiction when that can be done without going too far 
from probability. Thus; he describes a journey from 
Padua to Venice when, as an undergraduate, Harvey 
reviewed and criticised in his mind current ideas about 
the circulation of the blood ; and there is an account of 


a typical day with Harvey in the year before De Motu 


REVIEWS OF BOOKS 





(sums 22, 1957 
Cutie: was aprerrery There are some factual errors 
in the text, but they detract little from its merit. 

Much of the text is quoted from D’Arcy Power's 
biography, but Dr. Chauvois is sometimes critical of 
Power’s views. For example, he insists that it is not 
enough to read Harvey’s book to appreciate properly his 
teaching, and that the two letters to the unbelieving 
Riolan, written in 1649, are even more important. 
Power and others believed them to be of secondary 
interest. 


“In the Letters we have the same affirmations, the same 
demonstrations of the way the heart works, of the functions 
of the arteries, of the return of the blood by means of the 
veins—in a word, the same description of the circuit but with 
overwhelming answers to all possible objections. Despite 
his seventy-one years Harvey still shows himself to be an 
admirable dialectician, though one who always Telied upon 
observation and upon carefully executed experiments.”’ 


This important and very readable book, written with 
_—— charm and well illustrated, deserves many 
readers. 


Methods in Enzymology 
Vol. m1. Editors: Sipney P. Cotowick and Natuan O. 
Kaptan, McCollum-Pratt Institute, The Johns Hopkins 
University, Baltimore, Maryland. New York: Academic 
Press. London: Academic Books. 1957. Pp. 1154. 
$26.00. 


THE third instalment of this Herculean publication 
surpasses by some 200 pages the larger of its two pre- 
decessors. <A subtitle says that it is devoted to the 
preparation and assay of substrates, and this definition 
includes, of course, most of the organic compounds found 
in living matter. Much of the book, therefore, has 
interest and application outside what might be regarded 
as the rather esoteric province of the pure enzymologist. 
Thus, the discussions of analytical procedures for the 
nucleic acids, sugars, amino-acids, and lipids provide 
excellent introductory reading for anyone faced with 
estimating one of these substances for the first time. 
Quite apart from forming a valuable new unit in the 
series to which it belongs, this book is a helpful source 
of information on many topics in quantitative bio- 
chemistry. The final volume promises to deal with 
biochemical methodology in a still more general way. 


Dextran and its Use in Colloidal Infusion Solutions 
ANDERS GRONWALL, M.D., professor of clinical chemistry, 
University of Uppsala. Stockholm: Almqvist & Wiksell. 
Oxford : Blackwell Scientific Publications. 1957. Pp. 156. 


20s. 


A PLASMA substitute must be a harmless colloidal 
solution of a substance whose molecular size gives it 
an appropriate osmotic pressure in the blood-vessels. 
Dextran is a viscous polysaccharide produced in cultures 
by certain micro-organisms, particularly some leuco- 
nostoc species. By purification and degradation processes, 
dextrans ‘can be prepared which are useful plasma 
substitutes for intravenous infusion, and this book is an 
excellent account of the development of clinically useful 
dextrans and of the historical background. Chemical and 
physical theories are clearly enunciated, and clinical 
applications and toxic manifestations well described. 
Despite some awkward passages of translation the 
style is generally very clear. 


Current Therapy (Philadelphia and London: W. B. 
Saunders. 1957. Pp. 690. £3 17s.).—The new edition of 
this annual, edited by Prof. Howard F. Conn, has nearly 
succeeded in the almost impossible task of keeping itself 
fully up to date : thus, though perchlorate for hyperthyroidism 
and hypophysectomy for breast cancer are not mentioned, 
there are good accounts of the hypoglycemic sulphonylurea 
compounds and the newer hypotensive drugs. Its scope 
encompasses all non-surgical disease and a few surgical and 
obstetric conditions. The authors’ recommendations are in 
the main dogmatic and orthodox, though the account of 
treating venous thrombosis by surgical removal of the clot 
is intriguing. The list of ingredients in commercial products 
could be invaluable in a poisoning emergency. 








of 
rt 
is 


oe 
LS 
8 


h 


n 
n 


h 








THE Lancet] THE LANCET GENERAL ADVERTISER [JUNE 22, 1957 








@ Restoring the normal 


rhythm 





@-. Tablets Daily—for 5 days—Every 4 weeks. 


€3 —Menstruation can be expected. 


‘*MENSTROGEN ”’ provides the safe, simple, effective 
oral treatment of amenorrhoea. To establish cyclic 
menstruation, treatment should be repeated every 

four weeks for a few months. Failure of the treatment 
necessitates further investigation of the cause of the 
amenorrhoea (e.g. Pregnancy). 

Available .in tablet and ampoule form. 
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iron therapy for 


Precision 





the arthritic 


“The common association of an anaemia with rheumatoid 
disease has been recognised for many years...” 


Iron?—‘‘Blood transfusions have been given with good 


results but improvement has been transient”. 


Oral iron?—‘‘The prolonged administration of iron by 


mouth has not proved very effective’’. 


Intravenous iron?—*‘...the difficulty of giving such 
injections to patients with joint deformity is a draw- 
back as well as the liability to cause unpleasant side 


reactions’. 


Intramuscular iron?—‘‘Clearly, an iron preparation 


for intramuscular injection free from side effects and 


fairly rapidly absorbed would be a great advantage. .. 

It is concluded that...in the treatment of the 
anaemia of rheumatoid arthritis . . . intramuscular 
iron is as beneficial as intravenous iron and easier to 


administer.’’ Ann, Rheum. Dis., 1956, 15, 51. 


Conclusion: 


A fall in haemoglobin is a common feature in arthritis 
and its restoration to normal is an essential part of the 
treatment. Restoration of a normal haemoglobin level} 


can be quickly and surely achieved with Imferon. 


Imferon.......... 


TRADE MARK 


PIONEERS IN PARENTERAL IRON THERAPY © BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. 
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How Many are Chosen ? 


Wir the post-war ex-Service bulge behind them, 
and with the prospect from 1960 onwards of a con- 
siderable increase in the numbers reaching the age 
of 18, the Committee of Vice-Chancellors and Princi- 
pals has prudently taken stock of the relative numbers 
of successful and unsuccessful applicants for university 
entrance in the recent past. In 1952 they appointed 
a subcommittee,’ with Sir James Mountrorp, of 
Liverpool University, as chairman, to investigate the 
nature and fate of applicants for entry ; after careful 
planning, a detailed survey was made of applicants and 
entrants to almost every university in the United 
Kingdom for the session 1955-56. The main object’ 
was to ascertain “‘ whether the number of places was 
inadequate, adequate, or in excess ’’—a matter of 
interest to parties as diverse as the Chancellor of the 
Exchequer and the heads of schools, as well as to 
university staff. Fortunately, the scope of the 
inquiry was widened to obtain “ information about 
the previous educational background of the appli- 
cants, their social classification, the sources of their 
financial support, and the careers which at the time 
they made their application they proposed to pursue.” 
The subcommittee’s report, written by Mr. R. K. 
KELSALL, and published last week, is described in the 
Times by Sir James MountrorpD ? as “ based on the 
first large-scale investigation of its kind ever 
attempted,” and thus “‘ a matter of considerable public 
interest.” The figures now made available bring 
some precision into an area previously occupied only 
by opinion, or rather by opinions ; for some thought 
that worthy applicants were being turned away in 
droves, while others thought that every suitable 
applicant would find a place, though not necessarily 
in the university of his first choice. As the preface to 
the report says, “ Opinion, in a matter of this kind, is 
no substitute for facts.” 

Of 31,000 applicants, about 18,000 were admitted 
in October, 1955 ; the 13,000 applicants not admitted 
included 2000 from overseas. Of the 11,000 home 
applicants who did not succeed in 1955, no less than 
4000 had been accommodated by October, 1956 ; 
and of the remainder, about half had failed to enter, 
not as the result of an arbitrary decision, but through 
sheer lack of the minimum educational requirements 
for entry. There was, it is true, a residuum of 2000— 
2500 applicants who had obtained the minimum 
requirements for entry but had not gained a place ; 
and there was a similar number of unfilled places : 
but unfortunately the vacant places were mainly 
square and the candidates round, or-vice versa. A 
substantial number of places—over a thousand—was 
vacant only by default, having been offered to appli- 


1. Report on an Inquiry -_ Applications for Admission to 
Universities. By R. K.- LSALL. London: Association of 
Seveuen of of the British ye 36, Gordon Square, 

& ke 8. 

2. Times, June iw 
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cants who had gone elsewhere. The general picture, 
with 94% of available places filled, is not unsatis- 
factory. As Sir JamMEs MOUNTFORD says: “ It is not 
reasonable to expect that places and applicants can 
ever be so perfectly matched that there will be no 
vacancies: nor is it to be expected that universities 
will feel it right to accept every applicant who has 
secured just the minimum of marks to bring him into 
the category of ‘ qualified ’ as that term has necessarily 
had to be used in this inquiry.” The Manchester 
Guardian * stresses the low proportion of “‘ working- 
class children” among the applicants (28-30%, com- 
pared to 72% of manual workers in the adult male 
population). Fortunately, there was no material 
difference between the proportion of manual workers 
among the parents of those admitted and those not 
admitted ; so discrimination by the universities could 
be ruled out. The report also gives evidence that 
hereditary factors are much less important than the 
combined effect of “* differing environmental influences 
and parental aspirations”; and the Guardian draws 
one possible moral—that these are “ circumstances 
that will have to be overcome.” 

The medical reader will naturally be curious to know 
how the applicant for a medical course compares with 
other applicants in his social background, his previous 
education, and—more_ critically—his hopes of 
admission. Those who claim that medicine is no 
longer a popular choice of career can draw no bitter 
confirmation of their views from the 1955 figures. 
Multiple application was commonest among medical 
applicants, and failure to accept a place when qualified 
to do so was rarest. Among the sons of doctors, 51%, 
of those admitted were entering the medical course ; 
and*doctors’ sons made up 17% of male medical 
students. Among medical students, a lower pro- 
portion had been to local-authority schools, primary 
or secondary, than among students of other faculties ; 
and fewer medical students were receiving financial 
assistance. The percentage of manual workers among 
the parents of medical students is low (16-20%), 
compared with the parents of science students (33- 
35%). The chance of admission to the medical course 
in 1955 can be inferred from table 1 of the report, which 
gives the required increase in places for admission 
of all applicants in medicine as 48% ; in other words, 
2 out of every 3 applicants were placed at the time 
and university of their choice. This is probably a 
reasonable figure, for many of the rejected applicants 
were placed in the following year, or were on the other 
hand lacking in the minimum requirements for entry. 
It would appear, in fact, that the medical schools are 
not at present compelled to turn away too many of 
their applicants, while on the other hand there is still 
a need and an opportunity for selection. The pressure 
for entry (and perhaps for expansion) can be expected 
to increase after 1960 ; but the number of applicants 
cannot be the sole criterion of the number of entrants. 
The staffing and accommodation of medical schools in 
general is scarcely adequate for our present numbers. 
This can no doubt be improved, but the process is 
unlikely to be sudden in its accomplishment or effects. 
Moreover, while we now have a better answer than 
ever before to the question “How many intending 
students are we likely to get ? ”’, we still have precious 
little solid information on the other end of the course— 
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“How many doctors do we need?” For that, we 
hopefully await the report of the Willink committee, 
set up in 1955 “to consider the future numbers of 
medical practitioners and medical students.” 


Night Vision 

IN peace-time the city-dweller has very little 
occasion to use his night vision and (as was revealed 
in the first few nights of the blackout in the late war) 
may suffer from some degree of night blindness 
without ordinarily being aware of the fact. In the 
1914-18 war poor night vision was apparently not a 
serious problem for the Allies, but it caused a good 
deal of anxiety in the armies of the Central Powers. 
In the 1939-45 war the demands on night vision 
made by the rigid blackout and by night flying 
brought the problems of seeing in the dark into 
sharp prominence, and much work has since been 
devoted to the subject. 

When, in the years between the wars, the association 
between poor dark adaptation and vitamin-A 
deficiency was finally established, tremendous interest 
in night vision and the means of testing it suddenly 
developed. Much work was done on dark adaptation 
and night vision in an attempt to find some satis- 
factory means of evaluating the extent of possible 
vitamin-A deficiency in various populations. Unfor- 
tunately, by far the greater part of this work was 
unsatisfactory, owing to the incursion of workers 
from other specialties into the highly complex field 
of visual research. Consequently a number of workers, 
notably in America, Denmark, and this country, 
concluded that large sections of the population had 
some degree of vitamin-A deficiency—a conclusion 
that was not supported by other workers! whose 
investigations were more carefully controlled. One 
among the many causes of confusion was the uncritical 
use of two different criteria of dark adaptation. 
One of these is the sensitivity of the eye to light as 
such—in other words, the ability to recognise whether 
a test patch is illuminated or not—while the other is 
visual acuity at very low illuminations. More recent 
investigations * have revealed no correlation between 
the results obtained by these two methods; and the 
impression has gained ground that to estimate visual 
ability for some specific task it is necessary to devise 
a test bearing the closest possible similarity to the 
anticipated field conditions. If correct, this means 
that there can be no one generally satisfactory test for 
night vision. 

The Medical Research Council has now published 
the report * of an extensive investigation of night 
vision in young subjects. Both the absolute sensitivity 
to light and the visual acuity at low illumination 
were tested in the same people. A carefully checked 
and rigidly controlled method of measuring the dark 
adaptation and the absolute sensitivity was found to 
give satisfactorily reproducible results and to be 
1. Ehlers, Il. Acta ophthal., Kbh. 1937, 15, 443. Groth-Petersen, E. 

Acta med. scand. 1938, 95, 110. Palmer, C. E. Amer. J. publ. 
Hlth, 1938, 28, 309. 
2. Berry, W. Review of Wartime Studies“of Dark Adaptation, 


Night Vision and Related Topics, Armed Forces National 
Research Council Visual Committee Secretariat, University = 


Michigan, Ann Arbor, 1949. Craik, K. J. W., Vernon, M. 
Brit. J. Psychol. 1942, 32, 206. 

3. Pirenne, M. H., Marriott, F. H. C., O’Doherty, E. F. Individual 
Differences in Night-vision Efficiency. Spec. Rep. Ser. med. 
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relatively simple in ‘operation, but some training was 
necessary before reproducible results could be obtained 
with two very different visual-acuity tests. After such 
training, however, there was a high correlation between 
the performances on these tests and those on the 
simple sensitivity test. But this correlation held only 
for visual acuity at scotopic levels ; at higher illumina- 
tions other factors complicate the picture. The 
authors of the report therefore claim that a carefully 
devised sensitivity test can be used as a measure of 
night vision, or at least of potentiality for performing 
visual tasks at low illuminations after suitable training. 
Their discussion of the reasons why they were able 
to obtain a correlation between visual sensitivity 
and what they call visual perception, whereas such 
careful and experienced workers ag CRAIK and VERNON 
could not, is convincing. 

Obviously performance in the field—for instance, 
on the bridge of a ship—cannot be accurately pre- 
dicted from knowledge of the person’s visual sensitivity 
in the laboratory ; too many extra psychological and 
other factors are involved. As the authors them- 
selves point out, a high visual sensitivity does not 
of itself ensure good perceptual efficiency. On the 
other hand, a good perceptual efficiency requires a 
high sensory efficiency, and the latter can be measured 
in the laboratory. It seems, therefore, that tests 
such as those described could at least be useful in 
picking out candidates with poor sensitivity who will 
always be unsuitable for exacting visual tasks at 
low illuminations. 


Serum-cholesterol and Myocardial 
Infarction 


SEVERAL recent studies have added precision to 
our knowledge of the levels of cholesterol in 
apparently healthy men and women living in various 
countries. In general, these studies have confirmed 
earlier views that myocardial infarction is often 
associated with high levels of serum-cholesterol, but 
they have added little to the understanding of the 
association between coronary-artery disease and 
disturbance of lipid transport in the blood. 

Lawry et al.,! in Boston, investigated 1508 men 
and 412 women, of whom most were resident in New 
England but a minority came from New York, 
Chicago, and other parts of the United States. All 
were active and well by certain pre-determined 
criteria. Blood from 273 men who had had myo- 
cardial infarction and 141 men with definite angina 
pectoris was also examined. In addition to serum- 
cholesterol the serum 8, 12-20 and 8, 20-100 lipo- 
proteins were estimated by flotation methods. Lawry 
et al. remark on the wide range of serum-lipid values 
in large groups of people of the same sex and age and 
with similar health status. Individual values are thus 
of limited interest, but much can be learnt from mean 
values for groups. For men the mean serum-cholesterol 
value at agé 25-29 was 212 mg. per 100 mi. 
Thereafter the value rose steadily to a maximum 
value of 245 mg. spread over the years from 45 to 59. 
After 60 there was a slight fall. The mean values for 
women were about 20 mg. lower than those for men 
up to the age of 45. Thereafter the means for women 
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continued to rise, and for the age-group 60-69 the 
mean was 263 mg. For men aged 30-39 with acute 
myocardial infarction the mean level was 301 mg.— 
74 mg. above the mean for the healthy group of the 
same age. As age advanced, mean levels in the patients 
fell: the difference between the means of the patients 
and the healthy subjects diminished and was only 
18 mg. at 50-59 years. The means for patients with 
angina pectoris were only slightly above the normal 
values. Only in patients with myocardial infarction 
who were younger than 40 were the mean figures very 
much higher than those for the controls. Tables 
show that after a myocardial infarction many older 
men have a serum-cholesterol value no higher than 
the mean for the control group. A smaller study in 
Malmé, Sweden, gave very similar results.2, Apparently 
healthy Swedes have slightly lower values than the 
Americans, with a maximum of 230 mg. per 100 ml. 
in the age-group 50-59. Patients with myocardial 
infarction have a much higher serum-cholesterol than 
the control group up to the age of 50, but between’ 50 
and 59 the difference is only just over 10 mg. In a 
large study in New York ® the sera of 1200 apparently 
healthy men and women were examined. The 
cholesterol levels for the men were very similar to 
those in the Boston series, with the mean reaching a 
maximum of 247 mg. per 100 nil. at the age of 40. 
In the New York series girls up to the age of 20 have 
higher levels than boys; then up to 45 years the 
figures for men are higher; but after the menopause 
the figures for women continue to rise, with a maximum 
of 260 mg. at 60 years. 

The Boston group point out that, although all these 
figures have been obtained on apparently healthy 
people, they do not necessarily represent normality, 
for myocardial infarction is endemic in the United 
States, as it is in Sweden. They add that a strong 
argument can be developed for the contention that 
the normal serum-cholesterol level in men is 150 mg. 
per 100 ml. This view is supported by a study in 
Israel, by Dr. Toor and his colleagues, which appears 
on an earlier page of this issue. These workers show 
that, in recent immigrants to Israel from the Yemen, 


mean serum-cholesterol levels for men vary from ~ 


145 to 158 mg.; in women after the menopause a 
maximum of 190 mg. is reached. In Yemenite immi- 
grants who have lived twenty years in Israel, levels 
are much higher and the means for men have a 
maximum of 210 mg. in the 55-64 age-group. These 
early immigrants lead a life which resembles more 
closely that of the U.S.A. and Western Europe ; 
they also have a high mortality from myocardial 
infarction. The recent immigrants, who are poor 
Asiatic peasants, have a very low death-rate from 
this cause. In a letter this week Dr. BRUNNER and 
Dr. L6su also report low levels of serum-cholesterol 
in Yemenite immigrants to Israel, whereas Jews 
whose ancestors had lived for many years in Europe, 
the United States, or South Africa and were habituated 
to the manner of life in these countries had much 
higher levels (mean at age 46 years 231 mg. per 100 
ml.)—the same as those usually found in their country 
of origin. 


2. Be Blomqvist, G., Sievers, J. Acta med. scand. 1957, 
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The Boston group found that neither S, 12-20 nor 
S, 20-100 values had any clear superiority over 
cholesterol values in predicting manifestations of 
coronary heart-disease. Nor could any useful combina- 
tion of the three values be found. They also found that 
in over-weight people the contribution of “ body 
fatness” to lipidemia was significant; but the 
magnitude of the contribution was small, and they 
conclude that it can scarcely be of more than minor 
significance in the overall regulation of serum-lipids. 

These observations on serum-cholesterol levels 
come from well-planned surveys in different parts 
of the world. Each is consistent with the hypothesis 
that the level of blood-lipids in man is artificially 
raised in successful modern civilisations. This dis- 
turbance of the lipid transport system appears to 
be an essential condition for myocardial infarction 
to become endemic in a people. Clearly the disturb- 
ance does not cause infarction, but only predisposes 
to it; the immediate causes of infarction remain 
unknown. But these observations provide firm 
evidence that the many studies now being carried 
out to determine the effects of different dietary fats 
on levels of serum-cholesterol are relevant to the 
prevention of myocardial infarction. 


Annotations 


BREATHING EXERCISES 


Ir owning that we do not know is the beginning of 
knowledge, then such a beginning was evident at a 
meeting of the section of physical medicine of the Royal 
Society of Medicine on June 12. Whether the benefits of 
breathing exercises are due to the exercises themselves 
or to the encouragement and attention that goes with 
them is disputed, and no acceptable controlled trial has 
been published. It is hard to get homogeneous material 
in so variable a disease as emphysema, and a double- 
blind trial of exercises is impossible. Dr. A. C. Dornhorst 
proposed the use of such objective measurements as vital 
capacity, tests of ventilatory capacity, and timed vital 
capacity. He said that patients with emphysema should 
start deep breathing when they expected exercise and 
dyspnea. Dr. J. L. Livingstone, a firm believer in 
breathing exercises, reported many cases in which cure 
of asthma had followed a course of exercises, and thought 
that teaching patients to use the lower chest and epi- 
gastrium improved their condition and, especially in 
children, helped to prevent deformity. Dr. D. A. 
Brewerton was less impressed with the value of such 
exercises ; he emphasised that breathing exercises were 
of little use for patients before abdominal operations, 
but that postural drainage was valuable after inhalation 
of isoprenaline. 

Many speakers agreed that there was little or no 
change in objective measurements after a course of 
exercises; that advice was more important than exer- 
cises ; that harder and consciously prolonged expiration, 
and slower breathing, were often helpful (especially in 
asthma, where they might abort an attack); and that 
singers could hold a note longer after training. There 
was less agreement about the possibility of diaphragmatic 
spasm or of learning to use any group of intrinsic 
respiratory muscles in, isolation. 

We can be sure that, by means of physiotherapy, 
many patients achieve better posture and coordination, 
are encouraged through feeling that something is being 
done, and learn when to breathe out and when to breathe 
deeply. But we remain ignorant of whether breathing 
exercises as such are helpful. 
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THE ELECTROCARDIOGRAM 
DISEASE 


THE electrocardiogram in disease of the mitral valve 
reflects the effects of the lesion primarily on the left 
atrium, and secondarily on the right ventricle (in pure or 
dominant stenosis) or the left ventricle (in dominant 
incompetence). Appreciable left atrial enlargement and 
hypertension is reflected in the character of the P wave, 
which is widened and notched but of normal amplitude.! 
This widening and notching is present in most severe 
cases of mitral stenosis in sinus rhythm, but not in 
slight cases.2, When pulmonary hypertension is present, 
the P wave may become augmented in amplitude, reflect- 
ing right atrial hypertension, and enlargement of both 
atria may be revealed by a tall, broadened, and notched 
Pp wave. Persistent atrial fibrillation, however, is present 
in roughly 45% of all cases of mitral-valve disease.? 

Since mitral stenosis is one of the commonest causes of 
right ventricular hypertrophy in acquired heart-disease, 
the cardiogram often shows evidence of this.* The 
pulmonary arterial pressure and arteriolar resistance has 
been shown to be related to the left atrial pressure,* 
and to the severity of the mitral stenosis.5 It might 
be supposed, therefore, that the degree of right ventricular 
hypertrophy apparent in the cardiogram would be a 
good guide to the severity of the mitral stenosis. Wood 2 
noted that the degree of right ventricular hypertrophy 
was correlated closely with the height of the pulmonary 
arteriolar resistance, while Goodwin et al.5 found poor 
agreement between the degree of right ventricular 
dominance on the one hand and the size of the mitral 
valve or degree of pulmonary hypertension on the other ; 
but Wood and Goodwin agreed that severe right ventri- 
cular dominance indicated a high pulmonary-arterial 
pressure and resistance and a small mitral valve. The 
association of augmented, pointed P waves without 
proportionate evidence of right ventricular dominance 
should suggest the possibility of associated tricuspid 
stenosis.® 

The difference in the findings in the two series of cases 
may be explained by several factors. The electrocardio- 
graphic assessment of the severity of right ventricular 
dominance is difficult. The degree of pulmonary hyper- 
tension was measured by cardiac catheterisation in 
Wood’s cases, but for the great part it was assessed radio- 
logically in those of Goodwin et al. Moreover, associated 
left ventricular hypertrophy may modify the picture ” ; 
Goodwin et al. claimed that some patients with critically 
stenosed valves had no evidence of any right ventricular 
hypertrophy, and only a third of these had any left 
ventricular hypertrophy. 

Extreme right ventricular dominance is associated with 
tall delayed R waves, sometimes preceded by Q waves and 
followed by inverted T waves, in right precordial leads, 
and deep s waves in left precordial leads. These findings 
are common in congenital heart-disease, such as pul- 
monary stenosis, but rare in acquired right ventricular 
hypertrophy, including that accompanying mitral 
stenosis. Morris and Whitaker ® reported 9 such cases 
in 173 patients with mitral stenosis; and Pruitt and 
Robinson 1° found 41 cases in 93 patients with severe 
mitral stenosis, and 53 of extreme right ventricular 
dominance among 147 patients with mitral-valve disease 
of all types. 


IN MITRAL-VALVE 
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The evidence therefore suggests that critical mitral 
stenosis (if not severe pulmonary arterial hypertension) 
can exist without a corresponding degree of right ventri- 
cular dominance on the cardiogram. The presence of 
gross right ventricular dominance in mitral-valve disease 
virtually guarantees severe pulmonary arterial hyper- 
tension, but does not exclude mitral incompetence 
associated with stenosis. When there is cardiographic 
evidence of abnormal left ventricular dominance, pure 
mitral stenosis cannot be the sole lesion, and dominant 
mitral-incompetence, aortic-valve disease, or severe 
systemic hypertension is likely. 


TUBULAR DYSFUNCTION IN NEPHROSIS 


RENAL biopsy in the nephrotic syndrome has shown 
that among the common renal lesions are subacute 
glomerular nephritis (membranous or proliferative), 
chronic glomerular nephritis, diabetic glomerulosclerosis, 
lupus nephritis (in systemic lupus erythematosus), throm- 
bosis of the renal vein, and renal amyloidosis. But of 56 
cases investigated in this way, 6 are described as ‘‘ neph- 
rotic syndrome with predominant tubular degeneration.”’ ! 
This is interesting because it has become widely accepted 
that in the nephrotic syndrome the primary lesion is glo- 
merular, causing increased filtration of protein, and that 
the heavy proteinuria is only partly or else not at all due to 
defective tubular reabsorption. Such histological changes 
as are present in the proximal tubular epithelium are 
related by some to maximal protein reabsorption ; and 
simple tests, such as measurement of specific-gravity range 
or p-aminohippurate excretion, show normal tubular 
function in most cases. 

The primary importance of a glomerular lesion in nephro- 
sis has now been challenged, however, by Freeman and 
Joekes,? who believe that there is ‘‘ diminished tubular 
protein reabsorption, without necessarily any abnormal 
escape of protein through the glomeruli.’”” By means of 
paper electrophoresis they studied the differential protein 
patterns in serum, urine, and cedema fluid of 6 nephrotic 
patients. The patterns were very similar in urine and 
edema fluid, which both showed a much higher proportion 
of albumin to globulin than did the serum. Freeman 
and Joekes reason that the abnormal quantities of plasma- 
lipoprotein and the consequent increase in the molecular 
size of the globulins led to a preferential loss of albumin 
into the tissue-spaces and renal tubules. Normal or 
raised ratios of serum-albumin to tissue-fluid-albumin in 
these patients appeared to exclude an increased escape 
of albumin due to a generalised capillary lesion. These 
findings are of interest, but the argument put forward 
by Freeman and Joekes is by no means conclusive. 

Stanbury and Macaulay, who accept the glomerular 
lesion as primary, have recently discussed secondary renal 
tubular insufficiency in the nephrotic syndrome. Renal 
glycosuria and amino-aciduria, either singly or together, 
have been reported in nephrotic patients, and Tegelaers 
and Tiddens * have described a more complex combina- 
tion of tubular defects in 2 nephrotic children in whom 
renal glycosuria and amino-aciduria, acidosis, hypokal- 
emia, and polyuria developed. The rather similar patient 
described by Stanbury and Macaulay was first seen at 
the age of 2 years with all the typical clinical and bio- 
chemical features of the nephrotic state and was treated 
with cortisone for a week, concentrated plasma infusions, 
low-salt and high-protein diet, and, for several months, 
cation-exchange resin (‘Katonium’). The nephrotic 
state continued, but hypocaleemic tetany developed 
when the patient was 4 years of age; and subsequently 
he was found to have renal glycosuria and amino-aciduria, 
which had not been present at the onset of his illness. 


1. Kark, R.M. Cited by Findley, T. Amer. Heart J. 1957, 53, 323. 
2. Freeman, T., Joekes, A. M. Acta med. scand. 1957, 157, 43. 
3. Stanbury, 8S. W., Macaulay, D. Quart. J. Med. 1957, 26, 7. 
4. Tegelaers, W. H., Tiddens, H.W. Helv. pediat. Acta, 1955, 10, 269. 
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Next he had a frank hepshalente episode, with muscle 
weakness and confusion. Hypokalemia had been detected 
biochemically, but had been disregarded, shortly after 
administration of cation-exchange resin had been dis- 
continued. At the age of 5 the child was dwarfed and 
showed delay in the appearance of centres of ossification 
and osteoporosis, probably due to extreme protein deple- 
tion and inadequate intestinal absorption of calcium ; he 
still had heavy proteinuria and hypoproteinemia ; 
polyuria, glycosuria, amino-aciduria, potassium deficiency, 
and metabolic acidosis were present and were ascribed 
to defects of renal tubular reabsorption. These tubular 
defects might have been due to persistence of severe 
tubular degeneration, such as is known to occur in acute 
membranous glomerular nephritis. An alternative sug- 
gestion by Stanbury and Macaulay is that the cation- 
exchange resin brought about potassium deficiency and 
tubular kaliopenic nephropathy with possible irreversible 
damage. However it was produced, the combination of 
tubular defects in this patient is reminiscent of that in 
cystine-storage disease (Lignav-Fanconi disease) and in a 
varied set of tubular nephropathies generally grouped 
under the unsatisfactory title of ‘‘ adult Fanconi syn- 
drome.’ Obviously, renal tubular deficiencies van arise 
singly or in many combinations and may be due to 
congenital defect of tubular structure or function or to 
a wide variety of acquired diseases, among which we may 
now have to include the nephrotic syndrome, or, possibly 
kaliopenic nephropathy resulting from its treatment. 


THIOBARBITURATES IN ANASTHESIA 


THE synthesis of the thiobarbiturates was described 
in 1935,1 and a year later the first reports of the clinical 
use of one of them, thiopentone, began to appear. Since 
then, thiopentone has remained the most popular intra- 
venous anesthetic. But knowledge of its side-effects and 
of its mode of breakdown in the body has led to the 
introduction of other thiobarbiturates, and more recently 
of other drugs. 

The principal side-effects are depression of respiration 
and circulation, and increased liability in some pat’ -nts 
to coughing and laryngeal spasm. The relatively brief 
anesthetic action of thiopentone was early claimed as a 
major advantage, but by modern standards it is too long 
in certain circumstances. Moreover the speedy return of 
consciousness that follows its use is due, not to quick 
detoxication, but to a rapid redistribution of the drug in 
the body. Thus for about 30 hours after an induction 
dose of thiopentone, enough of the drug remains in the 
body to affect the duration of action of a subsequent 
dose.? Too large an initial dose prolongs unconsciousness ; 
even a small dose leaves the patient unfit for responsible 
action for some hours (though he may not be aware of 
it himself), and repetitive doses are cumulative. 

Other thiobarbiturates were first introduced primarily 
to circumvent the side-effects. Clinical reports appeared 
in 1946 of thialbarbitone (‘ Kemithal’), synthesised in 
1938, and in 1950 of thiamylal (‘ Surital’), one of the 
original thiobarbiturates. Neither of these drugs is 
sufficiently different from thiopentone to have achieved 
widespread use as an alternative. 

Interest in recent years has been concentrated on 
duration of action rather than on side-effects, and two 
other thiobarbiturates have achieved some prominence. 
One—methitural sodium (‘ Neraval,’ ‘ Thiogenal ’)— 
seems to differ little from thiopentone.* Favourable 
reports on the other—buthalitone sodium (‘ Transithal,’ 
‘ Ulbreval,’ ‘ Baytinal ’)—have appeared in this country, 
and‘ much briefer effect than that of equipotent doses of 
thiopentone has been claimed for it. But clinical assess- 


1. Tabern, D. ma Volwiler, E. H. J. Amer. a. Soc. 1935, 57, 1961. 
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ment of the duration of effect of these anesthetics is 
difficult, and more objective measurement by means of 
the electro-encephalogram suggests that buthalitone may 
in fact be active for even longer than thiopentone, though 
the difference between the two is slight.® 

The best hope of better intravenous anesthetics may 
lie in investigation of drugs other than thiobarbiturates. 
Hydroxydione (‘ Viadril’), a steroid with anesthetic 
potency, has some advantages,* and a new substance— 
5-ethyl-6-phenyl-meta-thiazone-2,4-dione (‘ Dolitrone ’) 
—has been synthesised and used clinically for intravenous 
anesthesia, but without striking advantages.’ 


PELVIC TUBERCULOSIS 


CHEMOTHERAPY has transformed the prospects for 
women with tuberculous infection of the genital tract. 
This is not a common disorder, but the increasing 
investigation of women with minor gynecological 
disturbances is revealing an unexpectedly large pro- 
portion of cases of pelvic tuberculosis. A frequency 
of 5-3% has been found among nearly 2000 patients 
complaining of infertility, and this figure is regarded as 
a minimal estimate.* Other common presenting symp- 
toms such as pain, abnormal uterine bleeding, amenor- 
rhea, and vaginal discharge have led to the discovery 
of this underlying disorder, often without any palpable 
abnormality in the pelvis. Pelvic tuberculosis must 
always be borne in mind as a potential cause of persistent 
gynecological symptoms, especially when infertility 
coexists. Halbrecht * found that 40% of cases of blocked 
fallopian tubes (discovered on salpingography for primary 
sterility) were caused by tuberculosis. The diagnosis 
is usually made by histological study of the endometrium ; 
the specimen should be obtained as late in the cycle as 
possible to give the slow-growing tuberculous focus as 
long as possible to develop. (Fewer cases of endometrial 
tuberculosis would be missed if routine curettage was 
more commonly timed for the premenstrual phase.) 

Before the advent of chemotherapy it was perhaps 
of academic importance whether the early case was 
diagnosed, for treatment was restricted to general 
health measures, a sanatorium régime, or X-ray therapy 
to suppress ovarian activity and rest the genital tract.1? 
The extent of the change that has taken place is indicated 
by the final report of the joint subcommittee of the 
British Tuberculosis Association and the Royal College 
of Obstetricians and Gynecologists on the treatment 


. of endometrial tuberculosis with streptomycin and 


p-aminosalicylic acid (P.4.8.).11 This report analyses the 
results of a controlled trial in several centres in England 
and Scotland from 1950 to 1952, in which women with 
tuberculosis limited to the genital tract were allocated 
at random to a treated or an untreated group and 
followed up according to a prearranged schedule. The 
treated patients received a three-month course of strepto- 
mycin (calcium chloride complex) 1 g. and P.a.s. 12 g. 
daily as outpatients. 

Of 43 treated patients who were observed for a year 
from the start of treatment, only’ 5 showed bacterio- 
logical evidence of recurrence, whereas of 44 untreated 
cases 11 had to be removed from the trial because of 
clinical deterioration “and given immediate treatment, 
and 25 of the remaining 33 still had evidence of 
tuberculosis at the end of a year. 

Unfortunately, after ‘treatment infertility usually 
persists.2 By the time. the diagnosis is made, the tubal 
epithelium has already been damaged, and successful 
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9. Halbrecht, I. Fertil. Steril. 1951, 2, 267. 

10. Jameson, E. M. Gynecological and Obstetric Tuberculosis. 
London, 1935. 

11. Sutherland, A. M. Tubercle, Lond. 1957, 38, 46. 
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pregnancy is all too rare.!2 At present relief of infertility 
depends chiefly on prompt diagnosis and treatment. 
Further studies are in progress to determine what 
combination of drugs gives the best results, and to probe 
deeper into the all-important time factor. Comparison 
with practice in pulmonary tuberculosis suggests that 
longer courses of treatment may still further reduce the 
incidence of recurrence, and that P.a.s. and isoniazid 
by mouth are less likely to have serious side-effects 
or to cause the patient to default. 

Possibly in the future irreparable tubal fibrosis may be 
prevented by combining chemotherapy with cortisone or 
allied substances. 


QUARANTINE IN POLIOMYELITIS 

THouGH poliomyelitis is classed among the highly 
infectious diseases, secondary cases among family 
contacts are relatively uncommon. In a statistical 
survey in this country, Spicer and McDonald,!* using 
data obtained in the Medical Research Council’s investiga- 
tion of inoculation and paralysis, found that among 
7782 households in which there was a primary case of 
paralytic poliomyelitis, in only 82 did another paralytic 
case follow. They suggest that, as far as home contacts 
are concerned, quarantine and passive immunisation with 
gamma-globulin have little value. One course often 
followed in this country is to confine close child contacts 
to house-and-garden quarantine for three weeks from 
the date of last possible exposure to infection, and to 
exclude all family contacts from school. Only in 
exceptional circumstances are adults kept away from 
work.14 The W.H.O. expert committee on poliomyelitis 1° 
recommended that ‘‘ children with familial or intimate 
exposure should be confined to their homes for 21 days. 
Adults need not be confined . . . they should refrain 
from association with children other than their own 
and should avoid intimate contact with adults.” 

Strict quarantine measures, even if desirable, are not 
always practicable: they need much organisation and 
take up a great deal of the public-health department’s 
time. To be successful, they depend on the support of the 
public, and therefore on effective publicity and propa- 
ganda. In a thickly populated area the task may be 
almost impossible ; for one thing, interference with the 
work of the community may not justify the results 
achieved. In a small isolated community, on the other 
hand, quarantine may be feasible and effective in stopping 
an outbreak!4; though Goffe and Parfitt!® were not 
persuaded that quarantine measures did anything to 
stop community infection in the small winter outbreak 
they studied. Agerholm,1? however, was convinced of the 
value of quarantine: she maintained 1* that the per- 
sistence of virus in the feces was less important than 
many people supposed ; and she believed that the real 
danger lay in pharyngeal carriage, which lasted for a 
much shorter period and would therefore be more 
susceptible to control by quarantine. But not everyone 
is yet prepared to relegate the fecal carrier to com- 
parative insignificance. 

Further data about the influence of quarantine are 
therefore welcome, and the organisation and results of 
strict house quarantine in a housing-estate in an isolated 
valley near Brighton have lately been described by 
Parker.1® Such elaborate measures had not been taken 
in the borough before, because, as is usual (and extremely 
likely in a town with a large floating population), the 
number of sporadic apparently unrelated cases did not 
12. Halbrecht, I. Lancet, 1955, ii, 1165. 

13. Spicer, C. C., McDonald, J. C. Ibid, 
14, Ministry of Health and Department o 

coor .° aocrecee Poliomyelitis, July, 1954. 
. Tech.’ Rep. Wid Huth Org. 1954, no. 81, p. 24. 

. Goffe, A. P., Parfitt, E. M. Lancet, 1955, i, 1172. 
. Agerholm, M. 
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. Parker, W. 8. 


h 2, 1957, p. 470. 
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seem to justify raore than routine action. But when 
5 cases of paralytic poliomyelitis were notified in a week 
among children living on the estate, which had been 
free from the disease for at least five years, it was decided 
to impose house-and-garden segregation on everyone in 
the affected families. This rule was relaxed only to 
allow the housewife to go shopping once a day, and she 
was instructed to wash her hands immediately before 
she went out. Only 3 new cases were diagnosed on the 
estate later than twelve days after the diagnosis of the 
first case and four days after strict quarantine was 
begun. 2 of these 3 cases were from houses already in 
quarantine. In Brighton itself, however, sporadic 
cases continued to appear for more than two months. 
There is no proof that quarantine protected the housing- 
estate from further attack, but the results are, to say the 
least, interesting. 

Public coéperation in the quarantine measures was 
sought in various ways. A team was'formed from members 
of the child-welfare and school-health services who were 
already familiar to those living on the estate. The head 
teacher of the school ‘‘ at once assumed the position 
of leader of the local population,”’ and the school became 
the operational centre. Public meetings were addressed 
by the medical officer of health, and the local press passed 
on information and advice.2° Those in charge appreciated 
that success depended on full public support. It is 
noteworthy that, as a result of the crisis, barriers were 
broken down and a good community spirit sprang up 
where little had existed before. 

Experiments of this kind should be repeated else- 
where when conditions are favourable, and much valu- 
able information could be gained by carrying out at 
the same time virus examination and antibody surveys 
in contacts and others. (We refer on p. 1305 to some 
preliminary details from a London borough where the 
feces of contacts of a case of poliomyelitis have recently 
been examined.) Good opportunities for such inquiries 
may present themselves in the next few weeks: next 
year the picture may have been complicated by the 
immunisation of large numbers of children. 


BIRTHDAY HONOURS 


THE barony accorded to Sir Horace Evans in the 
Birthday Honours list will give pleasure to the many 
colleagues who have observed his lightly borne wisdom 
in consultation and his cheering friendliness to all patients 
from king to commoner. Mr. Ralph Marnham, surgeon 
to St. George’s Hospital, London, is appointed K.c.v.o. 
for services to the Royal house. Major-General F. K. 
Norris, who is appointed K.B.£., is well known in Australia 
and beyond for his service in the Army, ranging from 
combatant duties in the 1914-18 war to the post of 
director-general of medical services in 1948-55, and for 
many other useful activities. Australia will also welcome 
the knighthood granted to Prof. A. B. P. Amies, dean of 
the faculty of dental science in Melbourne, who became 
known to a wider circle in the Western Desert in the late 
war. Other doctors in the Commonwealth who are 
honoured include Mr. J. H. Pierre, who has pioneered 
chest surgery in the West Indies, and who is now created 
a knight. In this country knighthood is to be conferred 
on Prof. G. R. Cameron, F.R.8., the author of distinguished 
work on cellular pathology ; Dr. R. Brunel Hawes, who 
holds the important post of consulting physician to the 
Colonial Office at an exacting time; Prof. G. W. 
Pickering, who, at his translation last year from London 
to the regius chair in Oxford, was already esteemed as a 
professor of medicine and as a person; and Co!snel 
M. Stoddart-Scott, m.p., and Mr. S. T. Irwin, M.p., 
Northern Ireland, who are honoured for political and 
public services. To these and others whose names 
appear on p. 1295 we offer our congratulations. 


Ibid, p. 109. r 
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The Wider World 


REFLECTIONS ON MEDICAL TRAVEL 


L. J. Wirts 
D.M. Oxfd, M.D. Manc., Hon. Sc.D. Dubl., F.R.C.P. 


NUFFIELD PROFESSOR OF CLINICAL MEDICINE, 
UNIVERSITY OF OXFORD 


AIDED foreign travel, like the aeroplanes we travel in, 
is part of the post-war way of life. It goes with egali- 
tarianism and new types of privilege, with high taxation 
and income-tax rebates, with notional half-days and study 
leave. It is a product of the past decade and the time 
has perhaps come to review its development. 

How enjoyable was the first small international con- 
gress of internal medicine in Basle in 1946 and how sadly 
congresses have deteriorated since! Indeed, their initial 
success was largely due to the fact that they manifested 
a world set free, they satisfied a need, and they were 
spontaneous and*improvised. Today, congresses are 
immense in size and they are organised down to the 
smallest item. There were 1500 hematologists at the last 
congress of the International Society of Haematology, 
which is a relatively small specialty, and the expenditure 
for the congress exceeded 100,000 dollars.1 The attend- 
ance at symposia on some minute facet of medicine may 
be numbered in hundreds. 

One thinks of the long period of gestation, the delay 
between the acceptance of a paper and its delivery, 
which means that the material is already out of date by 
the time it is given; the concessions to international 
susceptibilities in the choice of programme ; the ageing 
stage-army of regular performers ; the frequently deplor- 
able level of presentation ; the devitalised version of the 
addresses that comes over the Tannoy ; the impossibility 
of discussion ; the host of papers read by title so that 
participants can obtain currency allowances and tax 
reliefs ; the inability to see one’s friends unless one 
arranges a rendezvous beforehand; the banquets with 
the conventional references to the internationality of 
science ; the expensive outings and the crowded sight- 
seeing—and one wonders sadly whether medicine, too, 
has not come under the sway of Admass. 

Congresses have become too large and too frequent if 
their object is the advancement of medicine and the 
promotion of friendship among physicians. The cost per 
head rises steeply when the attendance exceeds a few 
hundred, and the organisers become preoccupied with the 
physical problems of the meetings, the organisation of 
entertainments and the collection of subventions from 
the pharmaceutical and other industries. However, the 
main subject of my paper is not these omniwm gatherums 
but the growing stream of individuals who journey from 
our shores to all parts of the earth as visiting professors, 
lecturers, examiners, advisers, and so on. This, again, is 
a new phenomenon. Few, if any, of my teachers in 
Manchester and Cambridge, and few of my pre-war col- 
leagues on the staffs of London hospitals, had ever 
visited one of the Dominions or Colonies in peace-time ; 
and that indefatigable traveller, Sir Arthur Hurst, did 
not get farther than North America. 

Whereas international medical conferences might well 
be diminished in size and frequency, I believe that the 
more solitary migrants have an increasingly important 
part to play in the development of medicine and in the 
enhancement of England’s status in the comity of nations. 
Because aided travel is new, it is probably susceptible 
to technical improvement, and this must be my excuse 
for some notes on a term of absence in which I travelled 
around the world in 130 days. A little mathematics 
shows that the average velocity was over 200 miles a day 
and the circumspection therefore somewhat superficial. 


1. Blood, 1957, 12, 96. 
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The journey is seen, however, against the background of 
previous trips to Europe and America. 
* * * 


The human brain, particularly at the age when visiting 
professors are selected, is not a high-speed camera; and 
impressions soon blur if they are received in too rapid 
succession. I believe a process of unconscious re-remem- 
bering has to go on for some time until an imprint on the 
brain is fully developed. This seems not to happen if the 
attention is closely focused on ever-changing scenes, and 
the traveller should remember Wordsworth’s dictum 
that emotion must be recollected in tranquillity if it is to 
issue again in a communicable form. It is wise, therefore, 
to insist on a five-day week, with one week out of every 
five off all duties, including social duties. Moreover, it is 
foolish to travel round the world and to miss seeing the 
Barrier Reef, Alice Springs, Darjeeling, and the Khyber 
Pass. In retrospect, the journeys along the interminable 
corridors and stairs of so many departments of anatomy 
and pathology have faded into a grey cloud, whereas a 
sunny afternoon at the races in Sydney, or a dinner by 
candlelight at the club in Melbourne, remains indelibly 
fixed in the mind. ‘‘ Not by eastern windows only, when 
daylight comes, comes in the light.”’ 

*” * ok 


There are three types of academic foreign travel, the 
visit, the progress, and the sortie. They are not mutually 
exclusive and in this recent trip a visit and a progress 
were combined. The most profitable period, for others as 
well as myself, was the five weeks I spent in Sydney as 
MclIlrath guest professor. There we stayed in one place 
actually in the hospital—long enough to get to know 
well the staff, the students, and in particular the hospital 
residents. I was in charge of beds and took part in 
teaching, including the postgraduate fortnight, so that 
there was no need to collect special audiences, as some- 
times has to be done for a visiting lecturer. I had the 
opportunity to go out to near by centres such as Canberra 
and Orange, to visit practitioners in their homes and 
cottage hospitals, and to become familiar with the general 
social and economic background. 

The rest of our trip was what I have called a progress. 
Here, to change the metaphor, one starts on a conveyor 
belt under the egis of a sponsoring organisation, and the 
belt moves inexorably along. Life is a succession of 
academic and social engagements and unrestful travel, and 





. six weeks of this in Russia is said to destroy one’s taste for 


caviare and champagne for the rest of one’s life. If you 
have a queazy stomach your travel will be one long 
dyspepsia ; and, if you have not, you will increase your 
chances of bronchial carcinoma and coronary thrombosis, 
which have taken a heavy toll of recent medical travellers. 
You are introduced as an expert in some small sector 
of medicine, and if you are a hematologist the same 
obscure cases of aplastic or hemolytic anemia, of lymph- 
adenopathy, or leukemia turn up wherever you go. A 
longer stay is necessary to convince people that you are 
interested in medicine as a whole. 

The worst method of travel is the sortie, in which the 
holder of a travelling professorship, instead of taking 
long leave of absence; continues to look after his firm, 
his practice, or his department and makes brief dashes 
across the oceans like a water-beetle zigzagging across a 
pond. This indicates a misguided sense of personal indis- 
pensability. Any well-established department should be 
able to spin for some months like a humming-top 
without further application of the whip. It is true that 
the current quip has it that the part-time consultants are 
away part of the time and the whole-time consultants 
away the whole of the time. It is true, too, that some 
travellers return home to find that their subordinates 
have become dissident ; but these are usually men like 
Richard I, for whom foreign excursions have become a 
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perpetual way of life. The ordinary man who cares for 
his personal work and therefore travels only at reasonable 
intervals is well advised to delegate his duties entirely and 
not try to fill two exhausting roles at the same time. 
Short visits do, of course, have their rewards; for 
one makes many friends and receives abundant hospi- 
tality. Centres which are often by-passed may be greatly 
stimulated by a visit and immensely grateful for the 
contact. While, therefore, it is bad for a single individual 
to make a journey which consists of short visits to many 


different places, it would be good to try to satisfy the 


desire for more contacts with English medicine by 
encouraging more people to interrupt the flight to 
Australia or the Far East and to touch down and lecture 
at one centre at least. A continuous flight to the 
Antipodes is exhausting if it is not interrupted by one 
or more breaks en route. Again, it would be better for 
a Sims professor to spend six weeks at two of the six 
capital cities in Australia rather than two weeks at each 
of them. Over the years it could be ensured that each 
capital city got a fair proportion of the professors. 


* * * 


A visit may be of any length, though anything more 
than the traditional sabbatical year would be unusual. 
What I have termed the progress, where the visitor is 
travelling more or less continuously, should probably 
not be less than three weeks, to justify the expense of the 
journey, nor more than three months, to maintain peak 
performance. In many people the return home is followed 
by a period of reactive depression which has been called 
the repatriation syndrome. Some of the components of 
this are fatigue, the accumulation of tasks ca problems 
during absence, and the switching-off of the limelight in 
which the traveller has basked so happily. 


* * * 


A difficulty with a lecture tour through a variety of 
countries is the different character of the audiences 
which are encountered. The same lectures will not be 
suitable for all of them. With the growth of medical 
travel and writing, ideas travel quickly and modern 
audiences have become like the ancient Athenians who 
perpetually demanded some new thing. It is idle to 
pretend that any of us possesses a large stock of unpub- 
lished information, and the preparation of a great 
number ef lectures summarising current knowledge is a 
wearisome task. 

In the large centres in Australasia the doctors are right 
up to date and they complain that some recent visitors 
have talked down to them. They require something 
sophisticated, with an element of personal research. The 
men in the smaller centres in Australia are equally up to 
date, but they want something of a practical type which 
deals with the current problems of Western medicine. In 
India and the Far East the medical setting is quite 
different. It is important to note that the major problems 
are not those of tropical medicine in the accepted sense ; 
in so far as they are, they can be left to experts in tropical 
medicine. Most of the clinical material is identical with 
what Osler saw and described in North America over 
seventy years ago; but it is on a vast scale, it has to be 
handled on a doctor-patient ratio of 1 to 10,000, and it is 
presented against the background of modern chemo- 
therapy and modern ideas about public health. For 
example, all these Eastern countries are going through 
an epidemic of tuberculosis which is more severe than the 
one we experienced in Europe a hundred years ago, but 
today much more is known about the epidemiology and 
treatment of tuberculosis. ~ 

Other common illnesses are nephritis, rheumatic heart- 
disease, and rheumatoid arthritis; anzemia and leu- 
kemia; jaundice, cirrhosis of the liver, and splenic 
anemia; bronchitis, emphysema, and _heart-failure ; 
typhoid and the dysenteries. Some diseases which are 
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important in this country, such as pernicious anzmia, 
ulcerative colitis, and disseminated sclerosis, are almost 
completely absent, and there is little interest in geriatrics 
when half the population is under the age of 21. There are, 
of course, regional differences, lung cancer and peptic 
ulcer being common in Burma but uncommon in North 
India and Pakistan. 

The problem in the East is to smash these great epi- 
demics of disease and to discover the best way of doing 
this with limited man-power and funds. Expensive 
individual procedures—what I call millionaire medicine— 
are of much less practical importance than community 
programmes, and therefore lectures on field work, screen- 
ing for disease by simple tests and therapeutic trials, 
should be successful, even though British experience is 
not immediately transferable. This is not to say, of course, 
that the physician in the East does not enjoy the occa- 
sional purely scientific lecture as much as the physician 
in the West and there is always interest in material which 
can be presented dramatically or visually, such as plastic 
surgery, cardiac surgery, and thoracic surgery. 


(To be concluded) 


Occasional Survey 


THE ARCHITECTURAL FUNCTION OF 
PULMONARY CAPILLARIES 


R. E. Bonnam CARTER 
M.B. Camb., F.R.C.P. 


PHYSICIAN, UNIVERSITY COLLEGE HOSPITAL, AND THE 
HOSPITAL FOR SICK CHILDREN, GREAT ORMOND STREET, LONDON 


ReEsEARCH has suddenly advanced our knowledge of 
the initial expansion of human lung. The idea that 
the lungs first expand gradually over hours or days 
was never held by Potter, who showed that inflation 
with either air or oxygen caused irregular expansion, 
with distension of the proximal parts of the lung and 
atelectasis of the distal parts. She also showed that this 
histological appearance in the mature neonate proved 
that an attempt had been made at resuscitation by 
inflation. In premature neonates weighing 1000-2000 g. 
Potter found the same appearance produced by the infants’ 
own respiratory efforts. Lind and Wegelius,? in their 
exquisite ciné-radiological studies, show how quickly the 
lungs expand in normal neonates: with the first two or 
three breaths the lungs expand “like the lighting of a 
lamp,”’ and the heart, which is initially large, diminishes 
stepwise with each respiration. 

Jaiykké * has shown that the extirpated lungs of full- 
term neonates cannot be fully expanded by the air- 
pressure difference resulting from a negative pressure 
of —-20 cm. of water applied outside the lung in a partially 
exhausted jar and a positive pressure of + 20 cm. of 
water applied within the trachea. This experiment 
produces a histological appearance similar to that shown 
by Potter ! to be typical of the lungs of mature neonates 
in whom inflation by air or by oxygen had been tried as a 
means of resuscitation. 

More important is Jaykka’s finding that when a 
fluid pressure of 80 mm. Hg is put into the pulmonary 
artery in addition to the above-mentioned application 
of the air-pressure difference, the alveoli expand to their 
proper extent. He considers that the pulmonary capillaries 
are erectile and help to hold out alveoli as a result of 
their distension with blood. His inability to expand 
the lungs of fetuses weighing 500-800 g. by this method 


1. Potter, E. L. Pathology of the Fetus and the Newborn. Chicago, 
1952 


52. 
2. Lind, J., Wegelius, C. Int. Cong. Pediat. 1956. 
Acta peediat., Stockh. 1957, 46, suppl. 112. 
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he explains on the grounds of immaturity of this erectile 
capillary system. 

Dawes et al.‘ and Born et al. have shown in lambs 
that, before the lungs expand, the initial pulmonary 
vascular resistance is high and can be made higher by 
asphyxia produced by tying the cord before the onset 
of respiration. The fact that the pulmonary resistance 
can be varied by asphyxia implies an ability on the part 
of this vasculature, probably the arterioles, to contract 
and so to raise the resistance and to impede the onward 
flow of blood to the capillaries. 

Bonham Carter et al.* seem to have shown that a high 
venous pressure, measured in the inferior vena cava, 
is beneficial to premature neonates with respiratory 
difficulty at or shortly after birth, and these workers 
suggest that this benefit is derived from a high cardiac 
output (stroke volume) dependent on a high venous 
pressure. 

The foregoing work seems to show two things : 

(1) Initially the alveoli are expanded by the erectile pul- 
monary capillaries 4nd the air-pressure difference created by 
respiratory effort. 

(2) Where the peripheral pulmonary vascular resistance 
is very high, probably made so by asphyxia, a high cardiac 
output is necessary to overcome it, so that the pulmonary 
capillaries may be adequately filled with blood and play their 
part in the proper expansion of the alveoli. 


Gunther ? shows how much the position of the cil 
relative to the baby, and other factors, with the cord 
intact, can vary the neonatal blood volume—up to 47% 
of the expected total. She also shows how, with the cord 
intact, the baby acts as a plethysmograph, recording, 
by increases in weight, the effects of uterine contrac- 
tions on the placenta during the third stage of labour. 
Sharpey-Schafer and Wallace * have shown, in adults, 
what a great volume of fluid is required to raise the 
systemic venous pressure by transfusion, and how fast 
it has to be injected, but Gunther’s findings indicate a 
fast transfusion of a relatively great volume of blood 
during the third stage of labour under certain conditions. 

From the visible evidence of Lind and Wegelius’s film 
of the stepwise diminution in the size of the heart during 
the first two or three breaths and from Bonham Carter’s 
work it looks as though the stroke volume of the heart 
during the onset of respiration is high, and that the 
capacity of the neonatal right auricle to withstand a 
high pressure must be great, for a caval pressure of 


14cm. of 5% dextrose solution in water has been recorded | 


with survival. It seems likely also that the factors 
described by Gunther play a part in the production 
of this high stroke volume. Perhaps Starling’s law 
is being exercised at the time almost at the maximal 
stretch of cardiac muscle. 

The redirection of blood with the onset of respiration 
must be considered. A high right-auricular pressure must 
tend to keep open the foramen ovale because of its 
anatomical structure. Therefore, unless there is a high 
left-auricular pressure, the right-to-left shunt must 
persist. Could the initial distension of the heart seen 
in the radiographic film, and implied by Gunther’s 
work, provide for this shunt and for adequate right 
ventricular filling ? Or must a sudden rise in left-auricular 
pressure be assumed? If the left-auricular pressure 
rises thus, as well it may, as the result of the high right- 
auricular pressure and the foramen-ovale shunt, a 
‘*‘ backward’ distension of pulmonary capillaries may 
occur (see below). 


. Daw G. 8S., Mott, J. Xe Widdicombe, J. G., ‘Wyatt, D. G. 


4 \ 
J. Physiol. 1953, 131 141 

5. Born, G. V. S., Dawes, G. S., Mott, J. C., Widdicombe, J. 
Cold Spr. Harb. Symp. quant. "Biol. 1954, 19 02. 

6. Bonham Carter, R. E., Bound, J. P., Smellie, J. M. Laneet, 

1956, ii, 1320. 
. Gunther, M. Jbid, June 22, 1957, p. 1277. 
. Sharpey-Schafer, E. P., Wallace, J. Brit. med. J. 1942, ii, 304. 
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Bareroft ® showed that the closure of the ductus 
arteriosus in lambs was related to the onset of respira- 
tion, probably by a mechanism involving an increase 
in systemic oxygen tension. Lind? and Hultgren ™ 
have produced evidence that the duct can be reopened, 
in human neonates, by interference with respiration 
or by breathing low-tension oxygen. It looks as though 
the duct closes with normal oxygen tensions and reopens 
or remains open with anoxia. If the peripheral pulmonary 
vascular resistance is high, the pulmonary artery pressure 
will also be high, if the cardiac output is maintained. 
Asphyxia, if this produces the same effect in men as in 
lambs, will do this. However, the direction of the flow in 
patent ductus arteriosus will depend on the relative 
pressures in the systemic and pulmonary circuits; if the 
flow is largely from pulmonary artery to aorta, the blood 
normally used to distend pulmonary capillaries will be 
diverted: conversely, if the flow is the other way, the 
erection of pulmonary capillaries will be assisted by the 
shunt from the aorta. 

This conception of the architectural function of pul- 
monary capillaries and the part they play in the initial 
expansion of human lungs can be related to the clinical 
picture of neonates with difficulty in breathing—what 
Bound et al.* called ‘‘ the pulmonary syndrome of the 
newborn.’’ These infants at, or shortly after, birth 
make desperate respiratory efforts. They have episternal, 
lower costal, and even sternal recession, and yet achieve 
little or no ventilation. They are commonly prema- 
ture and born by cesarean section. The physiological 
explanation of this behaviour may be that of a pre- 
mature infant rendered asphyxial by some accident 
of birth, with the result that the peripheral vascular 
resistance in his lungs rises with increasing asphyxia 
in a vicious spiral, until his cardiac output cannot over- 
come it; so his alveoli are never properly expanded. 
Possibly this situation arises from, or is aggravated by, 
a blood volume diminished by the factors shown by 
Gunther and possibly by early tying of the cord. 

To explain on this hypothesis the ability of neonates 
with pulmonary atresia or with severe pulmonary stenosis 
to expand their lungs is difficult, unless the ductus 
arteriosus temporarily remains patent with a shunt from 
aorta to pulmonary artery and possibly with minimal 
assistance from the bronchial arteries. Such infants, 
however, would remain anoxic and so might be expected 
to maintain the patency of the duct. 

If this hypothesis is acceptable, and the structural 
function of the pulmonary capillaries is maintained 
in later life, other concepts may follow. Lung elasticity 
(rigidity), its ability to relax from the ispiratory 
phase, will in part be a function of pulmonary capillary 
pressure. 

Taussig }* has drawn attention to the fact that children 
with congenital heart-disease and large left-to-right 
shunts have large lungs, a bowed sternum, and a flat 
diaphragm, and this has been our constant observation 
in the congenital-heart clinic at Great Ormond Street. 
A large left-to-right shunt will result in overdistension 
of the pulmonary capillaries until or unless the peri- 
pheral vascular resistance increases sufficiently to reduce 
the blood-flow. This, in a manner of speaking, is the 
‘*forward’’ form of pulmonary capillary distension 
giving rise to an inability of the alveoli to relax com- 
pletely. The measurement of residual air is impossible 
in little children, but we have found, by way of indirect 
evidence, a . tendency in such cases without congestive 


9. ‘Barcroft, J. Reseasclies. of Prenatal Life. Oxford, 1946. 
10. a J. M. & R. Pediatric Research Conference. Ohio, 1955; 


11. Fulteren, H.N. Ibid, p. 53. 

12. Bound, J., Butler, N. R., Spector, W. Brit. med. J. 1956, ii, 
1191, 1260. 

13. ome. H. B. Congenital Malformations of the Heart. London, 
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failure to retain carbon dioxide with a shift of blood 
pH to the acid side, as if the mixture of gases was 
imperfect (unpublished data). 

Hellems et al.14 and Lagerlof and Werké}* have 
shown how pulmonary capillary pressure reflects the 
pressure in the left auricle. So a ‘ backward’’ form 
of overdistension of pulmonary capillaries could arise 
from changes in left-auricular pressure with similar 
effects on the aveoli. The clinical picture here is that 
of cardiac asthma with its expiratory wheeze. Christie 
and Meakins?* and others since have shown that an 
increase in residual air is usual in patients with chronic 
congestive cardiac failure, and an inability of the alveoli 
fully to relax in expiration may be the cause. 


14, Hellems, H. K., Haynes, F. W., Glovely, J. F. J. clin. Invest. 
1 


948, 27, 540. 
15. Lagerlof, M., Werké, L. Scand. J. clin. Lab. Invest. 1949, 1, 147. 
16. Christie, R. V. Meakins, J.C. ./. clin. Invest. 1934, 13, 323. 
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Finally, it must be said, that although pressure, 
flow, and resistance in the pulmonary circuit are inter- 
related according to Ohm’s law and will therefore affect 
the rigidity and flaccidity of the capillary network, 
the property which is most responsible for this will 
be the tension in the wall of the capillaries. This tension, 
as in a tyre, will be related not only to the pressure 
within the tube but also to the radius and diameter 
of the tube. Under static circumstances this relation- 
ship can be expressed thus: 
pressure < radius 

2 

So little of the original work on this subject is mine that 
I clearly owe a debt to all those whose writings I have read 
on this subject, and all the friends that I have bored with it, 
particularly John Bound, Mavis Gunther, and Jean Smellie 
of the Obstetric Hospital, U.C.H. 


Tension = 
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AN ATTEMPT TO COUNTER 
*“ INSTITUTIONALISATION ” IN CHRONIC 
SCHIZOPHRENIC PATIENTS * 


A. R. May 
M.B. Lond., D.P.M. 
ASSISTANT PSYCHIATRIST, 
NETHERNE HOSPITAL, COULSDON, SURREY 


HABIT-TRAINING is now a recognised method of dealing 
with the chronic deteriorated patient in a mental hos- 
pital. As its name implies, it seeks to impose socially 
acceptable behaviour on the patient by a process of 
conditioning. But though the patient’s behaviour 
improves, he remains “ institutionalised’’!; for the 
method is disciplinarian and does not sufficiently 
encourage the spontaneous development of social inter- 
action and initiative. Our experience among these 
patients led us to consider how we could counter the 
automatic pattern produced by conventional habit- 
training programmes. 

In 1955 and 1956 I was concerned with a male ward ? 
and a female ward* of chronic deteriorated patients, 
By habit-training we were able to improve their behaviour 
and to open both wards within a year. Aggressive 
behaviour remained the greatest difficulty, but we noticed 
that at mixed parties of patients from both wards 
there were hardly any acts of aggression and that the 
spontaneity and interest of patients improved. 

This observation prompted us to consider extending 
this social contact by creating a mixed unit for 
deteriorated patients. Our aims were-roughly defined 
as investigation of the effect of community life on the 
behaviour and psychotic process of deteriorated schizo- 
phrenic patients, and the effect of this new therapeutic 
policy on the attitudes and beliefs of all the staff. By 
treating this as a pilot study, we hoped to get some 
idea of the difficulties which would arise when extending 
this mixing of the sexes to other parts of the hospital. 


A Schizophrenic Community 


At the outset we decided to make our intentions 
as widely known as possible to all grades of staff. The 
first plans were made in September, 1956, at meetings 
with ward and administrative nursing and medical 
staff. In general there was considerable enthusiasm 
among those directly concerned, but misgiving among 
those who distrusted the disturbance_of the traditional 


* Based on a paper to the Surrey Inter-Hospital Psychiatric 
Association on Feb. 21, 1957. 

1. Martin, D. V. Lancet, 1956, ii, 1133. 

2. May, A. R. Ibid, 1956, i, 500. 

3. Folkard, 8. Proc. R. Soc. Med. 1956, 49, 1030. 


dichotomy between male and femAle sections of both 
patients and staff. Others saw it as yet another innova- 
tion which would upset the comfortable equilibrium of 
institutional life. But after discussion it was eventually 
agreed to give the plan a trial. In November, 1956, 
44 men and 43 women patients were transferred from 
their wards to two adjacent villas in the hospital grounds. 


Patients 

The criteria for selection of these patients were a 
diagnosis of schizophrenia, a history of treatment in a 
mental hospital for five years or more, and a maximum 
age of 50. Further details about them are given below : 


Men Women 
No. of patients i na ose 44 43 
Average age as as ‘ 40-4 yr 37-4 yr 


* (range 26-50) (range 20-50) 
Average time in mental hospitals . . ‘3 yr. 12-3 yr. 
(range 5-37) (range 5-21) 
39 43 
14 


No. of patients who have had: 
E.C.T. ee oe ee 
Deep insulin 
Leucotomy ws ve 6 7 
All patients had been rated on the Fergus Falls 

behaviour-rating scale by at least two independent 

raters before they were moved. The senior ward staff 
had been with them for a year or more and knew them 
well. 


Pattern of Care 

The actual move was made with the minimum of 
disturbance. The villas are surrounded by a large railed 
garden, and for the first two weeks the gates were closed 
in case patients wandered away. Thereafter they were 
opened, and they have remained open ever since. The 
doors of the villas were opened from the start. 

The mixing of patients was at first allowed to develop 
spontaneously. After four days a woman wandered 
into the male villa and was promptly handed a bucket 
and scrubbing-brush; she scrubbed the kitchen floor 
without protest, but has never done as well since. In 
the first week about a dozen men and women patients 
began to meet inside and outside the villas. 

In the second week a more formal programme was 
started. From both sets of patients were drawn two 
groups of 12 each, under one nurse. The sister or charge- 
nurse was responsible for the remaining larger group, 
some of whom were better preserved ward-workers. 
We were obliged to accept these unsatisfactorily large 
groups because we had so few nurses. Nurses in charge 
of groups understood that they were expected to organise 
the social and working activities of their group as well 
as getting to know all the members. From the start 
it was made clear that rigid adherence to the programme 
was not expected—more important was the opportunity 
for mixing given by the programme. 

Men and women share gardening work on most morn- 
ings, and an art class for half of each villa is supervised 
by the art master twice a week. A mixed ‘‘ movement 
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with music’’ class is held one evening a week, and a 
ward social, with dancing and games, on another evening. 
Both villas attend dances, concerts, and the cinema 
in the main hall. Men and women who prefer to 
do so may watch television in the male villa in the 
evenings. 

If the weather is bad, there is always a group of men 
patients in the female villa and vice versa—where 
they are encouraged to share in simple occupational 
tasks. 

About three weeks after the move, one of the men 
patients visited the female villa and stayed to lunch. 
He was well tolerated, and we decided to have mixed 
meals at separate tables. We started with lunch and 
extended this to tea; behaviour at meals is excellent 
and there is virtually no disturbance, in sharp contrast 
to conditions in the original women’s ward. 


Staff 

The most fascinating and probably the most important 
aspect of all these developments has been the change in 
the attitude of the staff. I hold a meeting with the ward- 
staff once a week, and once a month we have a larger 
conference with the medical superintendent, matron, 
and representatives from the administrative and train- 
ing staff. We keep a record of matters discussed at all 
these meetings, and they have developed into very 
lively affairs, with a refreshing lack of reserve. Perhaps 
the best commentary on their success, or at any rate 
on their entertainment value, is the fact that although 
they started as lunch-hour sessions from 1 P.M. till 
1.45 P.M., we are now usually obliged to end them 
forcibly about 3 P.M. 

The interaction between men and women staff, with 
mutual criticism, has changed our discussions out of all 
resemblance to the rather moribund meetings we used 
to hold on the separate male and female wards. These 
discussions have been essential. The gradual develop- 
ment of policy has been anything but smooth, and the 
unit has been the cynosure of the hospital as a whole. 
The smaller ward-staff meetings have been frankly 
therapeutic, and the attitudes expressed over the manage- 
ment of individual patients have been related to personal 
motivations, with a good deal of interpretation. It 
has been most instructive to correlate the level of ward 
tension with the personal satisfaction or anxiety of the 
nurses. 

A major theme which has run through all these meetings 
has been the conviction of the female staff that the 
women patients are more active, more aggressive, and 
more difficult to manage than the apparently well- 
drilled or well-trained men; and the equally strong 
conviction of the male staff that the women are not 
properly managed by the female nurses. This is mainly 
because the men, who had followed a habit-training 
régime for at least two years longer than the women, 
will work much better, though they are less spontaneous 
at social functions ; and because the women are, by and 
large, as putty in the hands of the male staff. But this 
rivalry seems to be gradually lessening. 


Response of Patients 


Ten weeks after the move all patients were again 
rated on the Fergus Falls scale. There was a strong 
positive correlation between these ratings and independent 
clinical assessments, but the scale is not precise enough 
to measure the more subtle alterations in social attitudes 
and group interaction which we have noticed. 

Though there has been no deterioration in the behaviour 
ratings since the move, neither has there been any 
significant improvement. On the other hand, many 
patients have become more spontaneous in social situa- 
tions, and disturbances in the ward have been noticeably 
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reduced under the mixed régime. Only 5 women, and none 
of the men, now require regular electroconvulsion 
therapy. It has only been necessary to seclude 1 patient, 
a man who became disturbed by the presence of women 
patients and staff and eventually had to be transferred. 
He was the sole casualty among the men. 2 of the women 
patients had to be transferred, 1 because of persistent 
absconding, and 1 because she became disturbed and 
deluded as a result of the co-education. 

The apathy which is the stigma of the institutionalised 
patient has almost disappeared. The increased mobility 
and spontaneity is shown by the growing ease with 
which patients can be encouraged to perform fairly 
responsible tasks. Most of the men can now be trusted 
to shave themselves, and many of the women can be 
sent on errands to the hospital shop. The general bearing 
of patients has improved, they move more flexibly 
and with more purpose, and they can manage with less 
supervision than before. Less time is spent on washing, 
dressing, and toileting. All but about half a dozen 
will now answer when spoken to. Some who were 
previously uninterested now speak of each other and the 
staff by name, and the isolating anonymity of ward life 
is partially dissolving. 


Conclusion 


The experience of our first three months supports 
the view that change of environment towards a more 
normal community can have a therapeutic effect on 
chronic schizophrenic patients and can do much to 
combat institutional behaviour. 

The future development of this project depends on the 
staff, and therapeutic policy has now been directed to 
countering institutional attitudes in them; for only 
by some such reorientation can they (including the 
doctor) prevent the patient from sinking back once 
again into the amorphous mass of chronic schizophrenics. 


I wish to acknowledge the encouragement of Dr. R. K. 
Freudenberg, physician-superintendent, and to record my 
thanks for the coéperation and support of the nurses engaged 
in this project. : 


BIRTHDAY HONOURS 
Tue list of honours published on June 13 contains the 
names of the following members of the medical profession : 
Baron 


Sir Horace Evans, G.C.v.0., M.D. Lond., F.R.C.P. 
Physician to H.M. The Queen ; physician to The London 


Hospital. 
K.C.V.O. 
RALPH MARNHAM, M.CHIR. Camb., F.R.C.S. 
K.B.E. 


Major-General FRANK KINGSLEY NorRIS, C.B., C.B.E., D.S.0., 
E.D., M.D. Melb. 
For services to medicine. 


Knights Bachelor 


ArtHuR BarToN Pitertm AMIES, C.M.G., D.D.SC. Melb., 
F.R.A.C.S., F.R.C.S.E. . 
Dean of the faculty of dental science, University of 
Melbourne. 

GorDOoN Roy CAMERON, M.B., .D.SC. Melb., F.R.C.P., F.R.S. 
Professor of morbid anatomy in the University of London 
at University College Hospital Medical School. 

RIcHARD BRuUNEL HAWES, C.M.G., M.B. Lond., F.R.C.P. 
Consulting physician to the Colonial Office. 

SaMuEL THompson IRWIN, C.B.E., M.CH. Belf., ¥F.R.C.S.E., 

M.P. Northern Ireland. 
Consulting surgeon, Royal Victoria Hospital, Belfast ; 
for political and public services. 

GEORGE WHITE PICKERING, M.D. Camb., F.R.C.P. 

Regius professor of medicine, University of Oxford. 
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JosErPH HENRY PIERRE, M.B. Lond., F.R.C.S.E. 
Specialist surgeon, General Hospital, Port of Spain, 
Trinidad. 
Colonel Matcotm Stoppart-Scorr, 0.B.E., T.D., M.D. Leeds, 
M.P. 
For political and public services. 


C.B. (Military) 


Surgeon Rear-Admiral Davip DUNCAN, 0.B.E., M.D. Aberd. 

Major-General Puitre FRANCIS PALMER, 0O.B.E., M.B. Dubl. 

Surgeon Rear-Admiral ARNOLD ASHWORTH POMFRET, 0O.B.E., 
M.B. Mane. 


C.M.G. 


FREDERICK ROLAND GEORGE HEarF, M.D. Camb., F.R.C.P. 
David Davies professor of tuberculosis, University of 
Wales ; consultant in tuberculosis to the Colonial Office. 

Davip JAMES MASTERTON MACKENZIE, 0.B.E., M.B. Edin. 
Director of medical services, Northern Region, Nigeria. 


C.B.E. (Military) 


Air-Commodore JAMES HILL, M.B. Glasg., R.A.F. 


C.B.E. (Civil) 


ARCHIBALD SrmpsoON ANDERSON, M.B. Melb., F.R.A.C.S. 
Honorary consultant ophthalmic surgeon, Victorian 
Eye and Ear Hospital, Melbourne. 

ALEXANDER Kinc BowMan, M.B. Glasg., F.R.F.P.S. 

Senior administrative medical officer, Western Regional 
Hospital Board, Scotland. 

Davip PATON CUTHBERTSON, M.D., D.Sc. Glasg. 
Director, Rowett Research Institute, 
Aberdeenshire. 

BENJAMIN THOMAS EDYE, cH.M. Sydney, F.R.C.S. 


Bucksburn, 


Honorary consulting surgeon, Royal Prince Alfred 
Hospital, Sydney. 

SyBit GERTRUDE HORNER, M.B. Lond. 
Senior Medical Inspector of Factories, designate, 


Ministry of Labour and National Service. 

DonaLpD HuNTER, M.D. Lond., F.R.C.P. 
Physician and director of the department for research 
in industrial medicine (Medical Research Council), London 
Hospital. 

SamvueL Horton OLUWOLE JONES, 0O.B.E., M.B. Manc. 
Director of medical services, Gambia. 

EpmunD OLIVER Lewis, M.A. Camb., p.sc. Lond., M.R.C.s. 
Lord Chancellor’s Medical Visitor in Lunacy. 

ERNEST STEVEN MONTETIRO, M.D. Malaya, F.R.C.P. 
Dean of the faculty of medicine and professor of clinical 
medicine, University of Malaya. 


M.V.O. (4th Class) 
Surgeon Commander PETER GEOFFREY BURGESS, B.M. Oxfd, 
R.N. 
Wiiiiam Neri MACLAY, M.B.E., B.A. Camb., M.R.C.s. 


O.B.E. (Military) 


Squadron-Leader PETER HowaArp, M.B. Lond., R.A.F. 

Surgeon Commander JAMES LEES, M.R.C.S., R.N. 

Lieut.-Colonel ALEXANDER ROBERT TAyLorR LUNDIE, M.C., 
m.B. St. And., R.A.M.c. 

Lieut.-Colonel WALTER WiLitraAmMm MCLELLAN, R.A.A.M.C. 

Lieut.-Colonel Maurice IRVING SILVERTON, T.D., M.R.C.S., 
R.A.M.C., T.A. 

Squadron-Leader ARTHUR JOHN WAINWRIGHT, M.B. Birm., 
R.A.F. 


O.B.E. (Civil) 


JOsEPH ANTOINE HERMANN ANDRE, M.B.E., M.R.C.S. 

Deputy director of medical services, Mauritius. 
THomas JAMES Bias, M.B. Sydney. 

Senior physician, Mater Misericordiw Hospital, Sydney. 
HuMPHREY MALOMO SAMUEL BOARDMAN, L.R.C.P.E. 

Assistant director of medical services, Sierra Leone. 
ARCHIBALD TURNER MACLEOD BLAIR, M.B. N.Z. 

A medical practitioner at the Queen Elizabeth Hospital, 

Roturua, New Zealand. 
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MABEL AticE DoBBIN CRAWFORD, M.D. Dubl., F.R.c.S.1. 
Medical officer, Ministry of Supply. 

ALFRED JOHN CRAIG, M.D. Malta, F.R.c.s. 
Professor of surgery, Royal University, Malta; senior 
surgeon, government hospitals. 

MuTHIAH DORAISINGHAM, L.M. 
Deputy permanent secretary to the Ministry of Health 
and deputy director of medical services, Singapore. 

MAryY KATHERINE DorotHy Dovuctas, m.B. Edin. 
For political and public services in Fife. 

Joun RicHaArD HERTSLET FULTON, M.B.N.Z., M.R.C.P.E. 
Chairman of the Otago hospital board, Dunedin. 

Noet GERALD CARLETON GANE, F.R.C.S.E. 
Consultant surgeon, Salisbury Hospital and Rhodesian 
Forces. 

JOHN MARK, M.B. 
Medical practitioner and _ surgeon, 
Zealand. 

Orro MastBaum, M.D. Cologne. 
Malaria medical officer, Swazilahd medical service. 

FREDERICK LuBOovivus RICHARD, M.B. Glasg. 
Commissioner, St. John Ambulance Brigade, Stafford- 
shire. 

THomas HAINEs Sims, M.B. Camb. 
Senior medical officer, Ministry of Pensions and National 
Insurance. 

ROBERT STEWART SLEsSsoR, M.B. Aberd. 
Senior medical officer, Falkland Islands. 

ARTHUR WESLY SUGUNARATNAM THEVATHASAN, M.R.C.P. 
For public services in Singapore 

Witxi1am Woop, m.B. Durh. 
Head of virus research unit, Glaxo Laboratories. 


Tauranga, New 


M.B.E. (Military) 


Squadron-Leader IRwyN MorRsE PERKINS, M.R.C.S., R.A.F. 


M.B.E. (Civil) 


FREDERICK EsIRI, M.R.C.S. 
For medical services in the Western Region, Nigeria. 
FRANK NEVILLE GRANNUM, E.D., M.B. Edin. 
Lately senior medical officer of health, Barbados. 
THoMAS PaTRICK HOWKINS, M.R.C.S. 
Divisional medical officer, southern region, 
Railways. 
Ivan SAJA KADAMA. 
Medical officer, Uganda. 
MANCHERSHA MANEKJI KuTArR, M.B. Bombay. 
Assistant medical officer, Aden. 
Petro Sotomon BLANDINA MuGANwa. 
Medical Officer, Uganda. 
VILIKESA RAMAQA 
Senior assistant medical practitioner, medical depart- 
ment, Fiji. 


British 


Medicine and the Law 


Dispensing Doctor Issues Prescriptions 


THE Minister of Health is to withhold £1100 from the 
remuneration of a doctor because of a breach of the 
regulations. It was alleged that, between June, 1955, 
and March, 1956, he had issued prescriptions to the value 
of £269 16s. 1ld. to patients for whom he was receiving 
drug capitation fees. In some cases the names could not 
be traced as National Health Service patients ; in others 
the names were indecipherable. Some of the forms had 
been issued by the doctor’s partners. The Kent and 
Canterbury executive council had at first recommended 
that £500 be withheld, but on considering events before 
June, 1955, recommended withholding £1500. The 
Minister has decided on £1100. The doctor has accepted 
responsibility, but attributed the discrepancies to 
‘* muddle and not wilfulness.”’ 


1. Times, June 13. 
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Conferences 


A TRUCE IN THE REMUNERATION 
DISPUTE 
Special Representative Meeting of B.M.A. 


A SPECIAL representative meeting of the British 
Medical Association decided on June 12 that the pro- 
fession should give evidence to the Royal Commission 
and that a decision on withdrawal from the National 
Health Service should be deferred. Dr. SoLtomMoN WanpD, 
chairman of the B.M.A. council, summed up the situa- 
tion by saying that a truce had been declared—an 
armed truce. The profession’s dispute with the Govern- 
ment remained unresolved and if it was not settled in a 
way that doctors could accept, then they must still be 
prepared to take vigorous action. The breathing space, 
Dr. Wand added, would give them an opportunity to 
strengthen finances and promote unity. The need was 
for reunification, nat recrimination. 


THE ROYAL COMMISSION 


Early in the meeting, a representative suggested that 
everyone’s minds were made up and that no arguments 
would change them. Nevertheless, Dr. G. 8. R. Lirtite 
(Greenwich and Deptford) pleaded forcefully for non- 
cooperation with the Royal Commission. First thoughts, 
he declared, were best and the first thoughts of the 
council had been not to give evidence to the Commission. 
Whether the Spens reports were legally valid or not was 
unimportant. Spens was not, as had been suggested, 
‘in the melting-pot ’’: it was in the incinerator. Dr. 
Little was sure that the Royal Commission would produce 
something much less attractive than Spens. When the 
Commission had reported, the Government would 
accept only those recommendations which it was 
prepared to accept now. 

Dr. C. P. Watuace (Guildford) sadly reflected that, by 
reason of default, it had become inévitable to give 
evidence; and Dr. A. V. RussEtt (Wolverhampton) 
thought that, though the profession would not get very 
far by going to the Commission, there was now no 
alternative. Mr. H. H. LanGston (Winchester) was for 
a more cheerful approach: ‘‘ if we are to give evidence, 
do not let us do so in this lukewarm way.’’ But Dr. 
C. R. G. Barrineton (Bromley) saw little hope: no 
other profession, he said, would put up with the treat- 
ment the doctors had received. To give evidence to the 
Royal Commission was another step down the ladder 
and towards the state of mind in which ‘‘ we do exactly 
what we’re told.”’ 


PUBLIC-HEALTH DOCTORS 


Anxiety about the future of doctors in the public- 
health service found expression in an amendment declar- 
ing that evidence should be given to the Commis- 
sion provided that either (a) all doctors in the public- 
health service be included within the scope of the terms 
of reference of the Commission or (6) that an undertaking 
be given by the Government that an independent inquiry 
into the remuneration and status of all public-health 
medical officers be set up immediately. Dr. J. A. 
STIRLING recalled the view recently endorsed by the 
council of the B.M.A.—that codperation with the Royal 
Commission should depend on the inclusion of public- 
health doctors ; and Dr. J. 8. G. Burnett spoke of the 
difficulties which faced those doctors in a service in which 
no cognisance was taken, as far as remuneration was 
concerned, of postgraduate training and in which it was 
hard for doctors to get in the forty years’ service necessary 
for full pension rights. The meeting was clearly anxious 
to strengthen the position of colleagues in the public- 
health service, but many representatives felt, as did 
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Dr. A. Brown (Cambridge), that if they went on attach- 
ing impossible strings to the giving of evidence, they 
would do the public-health doctors a disservice. 

Dr. J. B. Tirtey (Neweastle upon Tyne), chairman 
of the B.M.A.’s public-health committee, said that they 
had tried hard to get the Minister of Health or the chair- 
man of the Royal Commission to take one of these 
courses. But not a shadow of a promise could be 
extracted. The public-health committee had decided 
to leave the decision to the special representative meet- 
ing. Dr. WaAnpD observed that general practitioners and 
hospital staff were in dispute with the Government : 
the public-health doctors’ dispute was primarily with 
local authorities. The evidence of doctors in the public- 
health service would be presented to the Royal Com- 
mission ; and this amendment would defeat the intention 
to give evidence. Dr. Wand could see no reason why 
the profession should not give evidence so long as their 
rights to seek fulfilment of the Government’s moral 
obligations were not prejudiced. By a large majority 
the meeting agreed that ‘‘ the Association should give 
evidence to the Royal Commission on the understanding 
that it is given without prejudice to the profession’s 
right to press for fulfilment of the Government’s moral 
obligations inherent in the public and private assurances 
given by it aud its predecessors to doctors taking part 
in the National Health Service.”’ 


WITHDRAWAL 

This decision having been taken, there was no long 
debate on the issues concerning withdrawal from the 
National Health Service. The meeting agreed to defer 
a decision on withdrawal; but the emphasis was on 
preparedness, and representatives insisted that the 
machinery and method of withdrawal be kept under 
constant review and that the council should also proceed 
urgently with preparations for an alternative health 
service. 

LEGAL ACTION ? 

The possibility of taking action to test the validity 
of the Spens report as a legal contract for general practi- 
tioners again roused interest, as it had done at the special 
representative meeting on May 1.1 Dr. WAND said that 
legal advice was firmly against such a course ; and when 
some representatives seemed dissatisfied, he spoke 
more fully on counsels’ views. Dr. I. D. Grant, the 
chairman, ruled that this part of the discussion be 
private. 

Dr. B. Burns (Sheffield) attributed this reluctance to 
go to court to fears that the public were ‘‘ not on our 
side.’’ It was not public opinion, however, but editorial 
opinion that was against them: ‘‘ The Times has repu- 
diated Spens. Let no dog bark.’’ A motion calling on the 
council to test in the courts the validity of Spens as a 
legal contract for general practitioners was defeated. 


PARALLEL DECISIONS 


Dr. A. BEAUCHAMP, chairman of the annual conference 
of representatives of local medical committees, told the 
meeting of decisions taken at the conference on June 6. 
In view of the statements made publicly by the chairman 
of the Royal Commission and assurances given to 
Dr. Wand by the Minister of Health, the conference 
recommended that evidence should now be given. A 
decision on w.thdrawal should, it was agreed, be deferred; 
and another recommendation was that ‘‘ the negotiating 
machinery be revised with a view to establishing effective 
coérdination between thé several branches of the pro- 
fession and the prevention of unilateral action by any 
one branch.’’ A motion was also passed instructing the 
General Medical Services Committee, in consultation 
with the council of the B.M.A., to prepare plans for an 
alternative national medical service. 


4 1. See Lancet, May 11. 1957, p. 987. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


ALL normal boys want to be engine-drivers when they 
have nannies. Later their ideas develop and the nannies 
have to go. My nanny went too, but something went 
wrong, something in me failed to develop, and I have 
only lately discovered what it was. All through my 
school years, through M.B., B.S. to M.D., through house- 
man, 8.H.O., registrar, S.H.M.O. and consultant pathologist, 
through my military service, I wondered what was wrong 
with me. During all my years of dutiful seaside holidays 
with the family I wondered why I was unhappy. Now 
I know—I still wanted to be an engine-driver. 

And so it is that every holiday now finds me a “‘ passed 
fireman ”’ on the books of an old-time, half-size, obsolete 
railway line in Wales, alongside dozens of others suffering 
from the same complaint. I light the engine-fire and 
watch ‘“‘ her” get up steam, I clean and polish her, and 
then move her along to pull her train out. I talk railway 
jargon. Sometimes I forget and the passengers become 
patients. My companions are a cross-section—profes- 
sional railwaymen, tally clerks, fitters, solicitors, police- 
men, accountants, lorry-drivers, company directors, and 
of course clergymen. Occasionally I see a colleague and 
I tease him. Yes, he remembers the face. 1938 ? 
St. Mary’s? The engineman’s cap and overalls, the 
covering of coal and grime, overwhelm his cerebral 
processes and they grind to a halt. How can a con- 
temporary be working thus? Unless, yes, that must be it. 
It must be the work of the General Medical Council. 
After all it might happen to anyone. Volunteer, did you 


say ? This is only a summer holiday hobby ? Recogni- 
tion dawns, freely, honourably, and obviously. Of course 
he remembers, and what a wonderful hobby. Reminis- 


cences are interrupted by a shriek of the whistle. 
‘Right away ”’ it is, and the train moves off. 
May I never grow up. 


* * * 


Occupational medicine in the North is a bit of a 
change. I now syringe ears to strains of Music While You 
Work and am no longer surprised by a “‘ How do you do ” 
in response to a proffered ‘‘ Good morning.’”’ The 
uniformed gatemen have ceased to look grim and hostile, 
and their welcoming smile and wave compensate for the 
evil odours that assault me as I enter the factory. I drive 
past glistening rows of fitters’ cars in my twenty-three- 
year-old vehicle, but realise that the display will save 
me a visit to the show-room when my ship comes 
home. 

There are many surgery attendances on Mondays, 
when industrial hazards are eclipsed by football and 
Judo as sources of trauma. The chairman seems to burn 
as well as a shop-steward at the business-end of the 
cautery, and I find that the pain of a ‘‘ strained back at 
work ’’ may emanate from a renal ealculus. I live in 
suspense lest patient and first-aider should meet before 
the former reaches the medical centre; the practical 
effect of some answers at a recent viva would best be 
untried. There is an abundance of monosyllabic Christian 
names and a pleasing democracy extends even to the 
golf-club. I lately arrived at the first tee to admire 
the drive of someone whom I had that very day restricted 
to sedentary work.—But perhaps the amended certificate 
next morning was an aid to productivity. No discussion 
was necessary and a “ fit’? note thus achieved might be 
considered a ‘‘ knock-out’’ as against the ‘“‘ win on 
points’? which is so much more exhausting to the 
doctor. 

At first the impact of industry depressed me, but 
after a few months the sullen faces that greeted a first 
anonymous tour of inspection were replaced by those of 
friendly patients, whose foibles are appreciated and who 
have themselves learnt that a description of the terrible 
job they are doing does not fall on green ears and may 
elicit a rapid and conclusive visit to the site. I find that 
the girls on seemingly monotonous and soul-destroying 
packing operations wouldn’t change jobs if they had 


the chance—‘‘ what, use my brains for the company ? ” 


They are far happier gossiping about boy friends and 
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giving each other verbatim reports of the latest films. 
The greatest disturbance in their factory life is a change 
of working group. The art of evading leading questions 
is tested to the utmost, for in general practice I di 
not lunch daily with my patients and their associates. 
It is, however, possible to keep a check on the manageria! 
coronaries by well-directed glances when the chipped 
potatoes are in range of unsuitable recipients. 

Also I have a very nice pair of industrial shoes for 
which I paid 36s. 


* * * 


William, aged 12, represents the small line of pure- 
bred countryfolk still discernible among the welter of 
immigrant technicians in our Surrey town. Though 
by no means stupid, he is artless and all-trusting. His 
middle-ear infection had flared up a few weeks before 
his visit, and was_now smouldering like a tired volcano, 
with an indolent lava-stream of pus lying on the meatal 
floor and the main furnace-flames visible, slowly pulsat- 
ing, through the central perforation. The temptation 
to leave the healing to Nature was great, but the tempta- 
tion to use an antibiotic was greater, and after a rapid 
twist of the mental roulette I settled for a well-known 
topical preparation in propylene glycol. ‘‘ Use these 


drops in your ear three or four times a day,’ I said; 
‘right >—And come again in a week.” 
He came. ‘“ How is the ear?” I asked. ‘‘ Much 


better, thank you, doctor’’ he replied. ‘‘ No discharge 
any more?” I asked. ‘‘ No, thank you, doctor,’ he 
replied. ‘‘ Well, let’s have a look,” I said, ‘‘ Let’s see 
now, which one was it?” ‘ This one,’”’ he answered, 
pointing to the right. ‘“‘ Are you quite sure ? ”’ I queried. 
My notes said definitely it was the left. ‘‘ Yes, doctor,” 
he replied, ‘‘ you said put them drops down the right 
ear and that’s wot I done like you said, doctor.” 

I clapped a mental hand to my psychological brow 
and groaned inwardly. Then picked up the auriscope 
and looked. Sure enough, the volcano was extinct, 
no lava, no fires. The drum and meatus were clean and 
dry. 

My thesis on the value of contralateral topical anti- 
biotics in otitis media will soon be in the Editor’s hands. 


* * * 


My new secretary smokes cigarettes but reads all your 
articles and letters about cancer and types out all my 
P.M. reports on cases of secondaries in the brain. The 
result is she is developing an anxiety state, and smokes 
more cigarettes than before. 


* * * 


My wife's description of her first air trip. It’s wonderful— 
everything is done for you. It’s just like having an operation. 


* * * 


Little Nurse Delaney has been taken away 
And oh ! the difference to me ! 

She was the one who shook me pillows 
Into a billow of cool white clouds. 
And when dawn came jade-green 

And the thrush began its lyric stave 
On the chestnut tree outside my ward 
She brought in the toast 

Thin, hot, 

No frame of tough crust. 

Her fingers rested 

Imponderably 

On the fevered pulse. 

(The new wench grips your wrist 

Like an officer of the law.) 

And she was the nurse 

(My own Delaney) 

Who took my teeth away 

To wash under the tap 

And brought them back 

Cleansed, fresh-washed, 

Pleasant to taste. 

Oh where is my Delaney 

Who pulled unruly ridge 

From under draw-sheet mackintosh ? 
And served me bed-pan 

Warm as her own heart ? 
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Letters to the Editor 


CONTROLLED TRIALS NEEDED 


Sir,—I was delighted to read your annotation of 
June 15 about the need for controlled trials of therapy in 
hypertension, for this is a subject that has been causing 
us much worry in our hypertensive clinic. 

Up to the present time, the medical control of hyper- 
tension has involved the use of drugs such as hexame- 
thonium or pentolinium, together with reserpine, and the 
patient’s life has been made difficult by the need for 
rigid control and the liability to side-effects. Under these 
circumstances we have felt it unjustified to treat symptom- 
less or mild hypertension, and treatment has been 
reserved for those patients who had severe hypertension, 
marked symptoms, and a bad prognosis. 

The recent introduction of mecamylamine may have 
altered this situation, for this drug appears to produce 
satisfactory control of blood-pressure with less risk of 
sudden hypotensiof and with little disturbance other 
than constipation. It is preferred by almost all our 
patients who have been transferred on to it from 
hexamethonium. 

The group of hypertensive patients who cause us most 


concern are the young men, between 25 and 35, who are | 


found, often by chance, to have a raised blood-pressure 
due to essential hypertension. The ultimate prognosis 
in these patients is poor, and many may develop serious 
symptoms or signs in the course of a few years. 

A controlled trial of medical treatment in this special 
group of patients is urgently needed. As you say in your 
annotation, such a trial requires a codperative effort. 
It presents far greater difficulties than the trial of strepto- 
mycin in tuberculosis, for not only must it be continued 
for years, but the subjects will feel fit and will be at work 
and yet their full coéperation is essential. So is that 
of their general practitioners. Another difficulty is that 
such a trial cannot be a blind one, for it will be obvious 
to both the patient and the doctor that an active con- 
stipating drug is being used. 

I hope that, as a result of your suggestion, the Medical 
Research Council or some other body will investigate 
the possibility of organising such a large-scale controlled 
trial. We must find out whether the outlook for such 
patients can be improved by drugs, but the trial will 
also have to answer the question as to whether the end 
results justify the anxiety that must necessarily be 
aroused by such early treatment. 

University College Hospital, 

London, W.C.1. 
CONSULTANT AND SPECIALIST 


Srr,—On behalf of s.u.m.0.s I wish to thank you for 
so lucidly putting the case for an increase in the number 
of fully trained specialists in the National Health Service. 
With the exception of the last paragraph of your leader 
of June 1 s.H.M.O.s are in sympathy with your views. 
But the final paragraph is far from reality : for instance, 
the fear that the Ministry would swell ranks to get 
cut-price consultants is not baseless; this may not 
be the intention, but in practice this is precisely what is 
being done throughout the country. Where there is 
a limit on the expenditure of regional boards, s.H.M.0. 
posts are created in place of consultant posts. On one 
oceasion an administrative medical officer said ‘‘ we 
cannot manage a consultant but we could run to a 
$.H.M.O.”’ 

The profession did suggest a definite ratio in the report 
on hospital medical staffing. This ratio was deleted 
altogether in the final report when returned from the 
Ministry and the proposed new grade had absolutely no 
safeguard against its unlimited expansion in all specialties. 

Your statement that ‘‘ our representatives have had 


M. L. RosENHEIM. 


no difficulty in securing strict observance of the agree- 
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ment for limitation of s.H.M.0. posts ’’’ is not true. There 
has been gross abuse of the grade as follows: 

(1) There has been a big expansion of the grade as compared 
with the consultant grade, especially in certain specialties, 
such as chest diseases and psychiatry. 

(2) s.H.M.0o. posts have been created where definite con- 
sultant work is to be done on the grounds of “‘ supervision ”” 
by a consultant who is miles away and who in certain cases 
never visits the hospital or clinic. 

(3) Figures of s.H.M.0.s as given in official lists are mis- 
leading as the general-practitioner s.H.M.o.s who retire or 
leave the service are seldom replaced by 8.H.M.0.s: the 
positions are offered to G.P.s as clinical-assistant posts. 


Any new grade whether it is called assistant con- 
sultant, trained specialist, or, as at present, s.H.M.O. 
must be controlled by a strict ratio approved by the 
profession and accepted as a strict rule by the Ministry. 

G. WARING ROBINSON 

Leicester. Chairman, 8.H.M.O. Group, B.M.A. 

POSTOPERATIVE COLLAPSE DUE TO ADRENAL 
INSUFFICIENCY 


Sir,—I was very interested in the paper by Mr. Slaney 
and Mr. Brooke (June 8) because their experience agrees 
closely with my own. There are, however, other relatively 
common causes of postoperative adrenal failure which 
are not generally recognised. 

The causes of adrenal failure may conveniently be 
classified as follows : 

Primary adrenal failure : 

Removal: adrenalectomy. 

Destruction : Addison’s disease, traumatic adrenal apoplexy. 

Exhaustion: toxemia and starvation. 

Dysfunction : virilising hyperplasia. 

Secondary adrenal (primary pituitary) failure : 

Removal: hypophysectomy. 

Destruction : Simmonds’s (Sheehan’s) disease, pituitary tumours. 

Inhibition: therapy with cortisone and its analogues and with 

corticotrophin. 

I would like to comment on two of these. 

First, Addison’s disease may easily be overlooked, 
especially in an emergency, in a patient with some other 
condition which requires surgery. Operation is followed 
by peripheral circulatory failure which may well prove 
fatal. In early or mild cases the first clinical sign of 
adrenal insufficiency may be severe prolonged hypo- 
tension after the stress of an operation. In such cireum- 
stances, if no cause can be found for the collapse and if 
there is no response to blood transfusion, adrenal 
insufficiency should be suspected and treatment with 
noradrenaline and hydrocortisone should be given at once. 
The noradrenaline can be withdrawn when the hydro- 
cortisone starts to take effect. On several occasions this 
has proved life-saving. 

Secondly, starvation, which may cause ‘“ adrenal 
exhaustion,’ is not uncommon in patients who have to be 
‘‘ dripped and sucked ’’ for long periods after an opera- 
tion. I have had two such cases in the past year—one 
following gastrectomy and one after transplantation of 
the ureters—in both of whom the systolic blood-pressure 
fell to about 80 mm. Hg after 2 to 3 weeks. Adrenal 
insufficiency was suspected in both, hydrocortisone was 
given, and the blood-pressure was restored to normal 
within 24 hours. 

Death from adrenal failure must be regarded as a 
tragedy since it is largely ayoidable. Experience has led 
me to formulate the following rules : 

(1) The conditions which may cause adrenal failure must 
be borne in mind. 

(2) If time allows, adrenal function should be assessed before 
operation in those in whom it may be deficient. 

(3) Supportive therapy should be given when necessary. If 
in doubt it is better to give support than to withhold it. 

(4) The clinical picture of adrenal insufficiency must be 
recognised early and the condition should be suspected in 
any case of unexplained hypotension following an operation. 
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(5) Treatment must be given as soon as the condition is 
suspected, otherwise it may be too late. The therapeutic 
response to hydrocortisone is often the only way of confirming 
the diagnosis. 

A fuller account of this important subject was presented 
to the surgical section of the Royal Academy of Medicine 
in Ireland in February and is now in the press. 


The Queen’s 


University of Belfast. Ricuarp B. WELBOURN. 


SERUM-LIPIDS IN ISRAELI COMMUNITIES 


Sm,—In view of the topical discussion on the etiology 
of atherosclerotic coronary-artery disease and its relation 
to hereditary and nutritional factors, we would like to 
refer to our research in Israel.? 

Among the Jews in Israel, there is a homogeneous 
group of Ashkenasian Jews, whose ancestors lived in 
Europe for hundreds of years and, for the past 80 years, 
in the United States of America and South Africa. 
On the other hand, the forefathers of the Sephardic 
community lived in the countries of the Middle East or 
among the Arabs. The same mortality and morbidity 
from arteriosclerotic and from coronary-artery diseases 
prevails among Ashkenasian Jews as generally in England 
and the United States; Sephardic Jews, on the other 
hand, are much less prone to these disorders. Among 
Sephardic Jews there exists one community, the 
Yemenites, of whom there are now in Israel 118,800 
people. Coronary-artery disease is practically unknown 
among Yemenites, and hardly any clinician can recall 
Yemenite patients with myocardial infarction in his 
ward. 

The Yemenites are Jews who have lived for thousands 
of years in the Yemen, in the peninsula of Arabia. They 
lived in a secluded society having no relations with 
any other Jews in the world; they were also very little 
in touch with the Arabs surrounding them. As a result 
they preserved the traditions and the way of living of 
biblical Jewry, and Hebrew remained the language of 
daily use during all the years of the Diaspora. 

We examined the serum-cholesterol, serum-phospho- 
lipids, and cholesterol/phospholipid ratio in four groups 
of healthy males—recently arrived Yemenite immigrants, 
Israeli Arabs, Yemenites who had lived for 25 years 
in Israel, and Ashkenasian Jews. Each group consisted 
of fifty men aged 35-50. Later we added another group 
of twenty-five men who had had myocardial infarction 
(clinical and electrocardiographic diagnosis). As the 
average age of these men was higher than that of the 
healthy groups, another series of matched controls 
(same age and community membership) had to be taken 
into account. Most of the men in-these two groups 
were Ashkenasians. 

The recently arrived Yemenite immigrants had a 
very low serum-cholesterol (see accompanying table). 
It was even lower than the average serum-cholesterol 
in the Bantu.2 On the other hand, the levels in 
Ashkenasian Jews were equivalent to those seen in 
1. Brunner, D., Lébl, K., Fischer, M., Schick, G. Harefuah, 1955, 

48,1: quoted in J. Amer. med. Ass. 1955, 158, 1305. 


2. Bronte-Stewart, B., Antonis, A., Eales, L., Brock, T. F. Lancet, 
1956, i, 521. 
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Western Europe and the United States. Between thes: 
lay the other two groups. The serum-cholesterol an 
serum-phospholipids of patients with myocardial infare 
tion were higher than those of the healthy Ashkenasian: 
and resembled those cited in the literature. The values 
of the matched controls were the same as those of the 
healthy Ashkenasians. Thus it was not the ag 
difference which caused the rise in the plasma-lipids. 
The various differences in the serum-cholesterol fron 
group to group were definitely statistically significant. 
The difference between the serum-cholesterol in the 


recently arrived Yemenite immigrants and that in 
Yemenite residents was also definitely statistically 


significant ; but there was almost no difference in the 
serum-phospholipid levels bi tween the two Yemenite 
groups. As a result the cholesterol/phospholipid ratio 
in the Yemenite residents was much higher than in the 
recently arrived Yemenites and amounts even to a little 
more than this factor in the Ashkenasians. Gertler 
et al.* thought that the cholesterol/phospholipid ratio was 
a more important measure of atherogenic activity than 
the level of either single lipid. 

The change in a Yemenite group in one generation 
is expressed in a rise in serum-cholesterol without a 
corresponding rise in the serum-phospholipids. In 
general the way of living in Israel is the characteristic 
Western way, and we want to suggest the possibility 
that this change may give us a clue to the kind of 
acclimatisation that takes place in the lipid metabolism 
of Yemenite immigrants. The differences between the 
two groups of Yemenites also contribute a point to the 
discussion whether the variations of lipid levels are 
the result of hereditary or of nutritional and other 
environmental factors. The experience with Yemenites 
in Israel shows that there is no significant hereditary 
factor present. 

Lately we surveyed the nutrition of a group of recently 
arrived Yemenite immigrants. 

These Yemenites are peasants who live in a moshaw owdim 
(a village with communal distribution of the soil) near 
Jerusalem. They live by agriculture and most of them also 
partly on paid day-labour. The nutritional survey was done 
by Yemenite nurses who could make easy social contacts 
with the tested individuals. The nurses lived in the village 
during the period of the survey and weighed the food of all 
male members of the families for a whole week. Thus, twenty- 
five men, 35-50 years old, were examined individually for 
a week. The results showed that these Yemenites ate food 
yielding 2200-3000 calories a day. The main part of their 
nourishment was bread (on the average 600-900 g. a day), 
which means that they received the greater part of their 
calories and proteins from bread. They ate on the average 
30-50 g. fat a day—i.e., about 11-18% of their daily calories 
were derived from fat. They ate many raw vegetables and 
very little cooked food. They used much spice. Cheese, 
margarine, and butter were entirely unknown to them. They 
dipped their bread in olive oil or similar vegetable oils, and 
used them for cooking. 


The customary food of the Ashkenasians in Israel 
is similar, in its form and composition, to the usual 
food in England and the United States. 


a. Cutter, M. M., Garn, S. M., Bland, E. F. Circulation, 1950, 


oli. 


SERUM-LIPID LEVELS IN MEN OF VARIOUS COMMUNITIES IN ISRAEL 


Average 
sada serum- 
Group o- oe cholesterol 
8 Ta (mg. per 
100 mil.) 
“ —— : —_ a ee Mees a 
Ashkenasians oe wa es ‘a 46 1 231 
Yemenite residents sg a és 46-3 194 
Arabs ay = a we os 47-0 177 
Recent Yemenite immigrants es 44-9 149 
Myocardial infarction .. oe aa 53-0 299 
Matched controls es os ee 53-0 228 





> Average 
Range phospholipids Range Soekenets tange 

(mg. per a ti 

100 ml.) sbacaaed 
148-346 0-76 0°52-1-07 
128-279 0-77 0-60-0-95 
105-304 0-66 0-45—-0-90 
98-208 0-61 0-38-0-93 
201-413 328 246-425 0-92 0-70-1-°35 
154-354 301 243-380 O75 0-54-1-02 
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It seems to us that all these results may add a little 
more to our knowledge of the relations between nutrition, 
lipid metabolism, and coronary-artery disease. 
DANIEL BRUNNER 


Government Hospital Dowolo, . +. 
K. LOBL. 


Jaffa, Israel. 


X RAYS AND LEUKAMIA 


Str,—Professor Sonnenblick’s letter of June 8 asking 
for further information regarding the work of Dr. Stewart 
and her colleagues in relation to possible risks attached 
to radiodiagnosis in pregnancy is a valuable contribution 
to this problem. The greatest possible publicity should 
he given to all evidence which points in a different 
direction, lest patients be wrengfully deprived of life- 
saving information. He is apparently unaware that a 
much more exhaustive survey is in progress here, at the 
instigation of the British group; and it is to be hoped 
that other countries may follow our lead. 

It is, however, deplorable that he should take exception 
to your publications, on this subject as premature. His 
pontifical and avuncular judgments read oddly in an age 
when freedom of expression of scientific opinion has been. 
accepted ; they would have been familiar to Galileo. 

I have no doubt that you, Sir, wil) continue to publish 
communications from qualified persons, and from depart- 
ments of repute, regardless of the corns that may be 
exposed to trauma, on either side of the Atlantic. 

The quickest way to dispose of data wrongly interpreted 
is to publish them as soon as possible. The sooner 
doctors learn of possible risks to their patients the better. 
In an age bedevilled by political issues and vested 
interests in all aspects of radiation, nothing but harm 
can issue from attempts to impose a censorship on 
scientific and medical publications. No important scien- 
tific fact has ever been established without honest 
contradiction by well-qualified experts. 

London, 8.W.3. R. J. V. PULVERTAFT. 


CIRCUMCISION WITH BONE-CUTTERS 


Str,—I was interested to read Dr. Skeggs’s contribu- 
tion (June 8) towards greater safety in the technique of 
circumcision using bone forceps. I agree that this method 
is employed only too seldom, and this is all the more 
unfortunate in view of its many advantages. Few 
operations offer such economy of time or materials, 
with complete absence of bleeding ; and by comparison 
with the conventional alternative it assumes a distinctly 
esthetic nature (leaving strictly aside all controversy 
as to indications for operation). 

There is no doubt that its lack of popularity in this 
country is mainly due to the very natural fear of injury 
to the glans. Another important factor is failure to obtain 
separation of the two mucosal surfaces without dis- 
turbing the sealed mucocutaneous edge. The resulting 
hemorrhage and crestfallen call for sutures forms an 
embarrassing anticlimax to an impressive bloodless 
amputation. 

In order to prevent this latter complication I should 
like to describe another point of technique which I have 
found of help. This is to insert a slip of corrugated 
rubber underneath the foreskin so that it lies alongside 
the glans. The bone forceps are then applied. On their 
removal, the corrugated rubber has sufficient resilience 
to spring apart and reveal the correct plane. Further 
separation is then easily effected with a dissecting 
forceps with no risk of disturbing the mucocutaneous 
seal. 

A further word to nervous beginners: one should not 
confuse the sensation as the bone forceps cuts through 
the rubber and think that the worst has happened ! 
This has often given my younger colleagues an unneces- 
sarily anxious three minutes. 


Glasgow Royal Infirmary. F. T. CROSSLING. 


_material, or of ordinary nylon or ‘ Terylene.’ 
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TOWARDS SAFER CLOTHING 

Sir,—The marketing of flame-proofed materials and 
garments is at the moment in the stage of ‘‘ teething 
troubles ’’-—hence Dr. Woodliff’s difficulty (June 1) in 
getting pyjamas. About a year ago several manufacturers 
became interested in one process of proofing, but the 
price was high and the makers ran into some technical 
difficulties when they started applying it on a large scale, 
with the result that some samples supplied to the shops 
were stiff and did not stand up to hard wear for children’s 
clothes. This was unfortunate and has given a set-back 
to the supply and demand. 

Meanwhile, at least two other processes have been 
undergoing trials but naturally the manufacturers prefer 
to go slow and not risk another false start. It is hoped 
(but not certain) that one or both of these may be ready 
for the market by next autumn—and perhaps also an 
improved version of the original process. 

Other possibilities are also on the way. For example, 
one firm has produced a very attractive ‘* raised ’’ nylon 
which may well become a serious competitor to proofed 
flannelette, but this has not yet completed its trials 
I gather. 

The best plan for the time being, to avoid unproofed 
flannelette, is to get pyjamas of a light-weight woollen 
(Mixed 
wool and cotton are almost as flammable as cotton alone.) 


Farnham Royal, Bucks. LEONARD COLEBROOK. 


AUTO-ANTIBODIES IN ADDISON’S DISEASE 


Srr,—The claim made by Dr. Anderson and his col- 
leagues (June 1) that they have demonstrated an auto- 
antibody to adrenal tissue in patients suffering from 
Addison’s disease is of considerable interest. Although 
this was a preliminary communication, we feel that it is 
open to criticism. 

Firstly, no proof is produced that the complement- 
fixation reaction they have encountered is truly immuno- 
logical—namely, that it is a property of the globulin 
fraction of the serum and that it can be inhibited by 
absorption of the serum with a specific antigen. Secondly, 
their suggestion that two different antibodies are involved 
in the reactions between the serum and extracts of 
thyroid and adrenal is not supported by cross-absorption 
or gel diffusion tests, or by accurate titration of the 
serum against the two extracts. Thirdly, the presence 
of an organ-specific antigen, such as thyroglobulin, has 
not been demonstrated. Failure to acquire immuno- 
logical tolerance has been suggested as the explanation 
for Hashimoto’s disease. It is difficult to conceive of any 
derivative of the adrenal which is normally shut off from 
contact with sites of antibody production in a manner 
similar to thyroglobulin and which could therefore become 
an auto-antigen. Fourthly, there is no evidence, as yet, 
that the antibody detectable in Hashimoto’s disease is 
actually responsible for the pathological changes, though 
it would appear that this is so in the rabbit immunised 
with its own thyroid gland.! Fifthly, if the reaction is an 
immunological one, Dr. Anderson and his colleagues 
have demonstrated an iso-antibody rather than an auto- 
This is true of the work of Roitt et al.? in 
Hashimoto’s disease, though it has subsequently been 
shown that an auto-antibody occurs.’ 

It is to be hoped that these questions will be answered 
soon and unequivocally. Many unconfirmed claims of the 
presence of auto-antibodies have been published in the 
past decade. Some of these have been critically reviewed 
in your columns ‘ and similar criticisms are applicable to 
other work. With the exceptions of paroxysmal hemo- 


1. Rose, N. R., Witebsky, E. J. Immunol. 1956, 76, 417. 

2. Roitt, I. M., Doniach, D., Campbell, P. N., Hudson, R. N. 
Lancet, 1956, ii, 820. 

3. Ibid, May 25, 1957, p. 1075. 

4. Annotation, Jbid, Feb. 16, 1957, p. 362. 
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globinuria and Hashimoto’s disease, there has been no 
unequivocal demonstration of an auto-antibody in human 
disease. We feel that it is important that strict criteria, 
such as those laid down by Witebsky at the meeting of 
the British Society for Immunology last month, should 
be fulfilled before the presence of auto-antibodies is 
claimed or accepted in any disease. 
BRUCE CRUICKSHANK 
University Department of A. R. CURRIE 


Pathology, Royal Infirmary, T Ce *¢3 - 
Glasgow, C.4. [. SYMINGTON. 


SEASONAL INCIDENCE OF MEGALOBLASTIC 
ANAMIA OF PREGNANCY AND THE PUERPERIUM 

Srr,—I feel that Dr. Thompson’s reference (June 8) 
to a paper by Vinke and Van der Sar? should not pass 
without comment. The statement made by these Dutch 
workers is: ‘‘ As the minimal quantity of folic acid 
required by man is 200 ug. a day (Williams et al. 1950 2), 
the stock in the liver is sufficient for 15 or 30 days when 
the diet is completely lacking in folic acid.’’ This is 
used both by Dr. Thompson and by the Dutch workers 
as an explanation of why megaloblastic anemia of 
pregnancy in temperate zones is due to deficiency of 
folic acid rather than vitamin B,, ; it is generally agreed 
that the stores of vitamin B,, will last for months or even 
for years. 

The fact is, however, that this theory has not pre- 
viously been accepted because the daily requirements 
of the human for folic acid are quite unknown. They 
may be 200 ug. per day, but even Williams et al.? do not 
claim this. Indeed on p. 325 of this book they state that 
‘The quantitative requirement (for folic acid) cannot 
be closely estimated from evidence now available.’’ 
The figure of 200 ug. per day is put forward by them on 
p. 326 in a table as a recommended allowance in view 
of the lack of knowledge, and reference is made to a 
paper by Williams* which in fact says that it is not 
even known that folic acid is required for the human. 
(This was in 1942.) 

It is easy to observe a human developing vitamin-B,. 
deficiency, since this will occur after total gastrectomy 
because of lack of intrinsic factor, but to produce folic- 
acid deficiency alone is not practicable. 

However, some idea of the order of magnitude of the 
daily requirement of folic acid might be obtained by 
finding the minimum effective daily oral dose in patients 
with nutritional megaloblastic anemia who had normal 
folic-acid absorption, a normal serum-vitamin-B,, level, 
and normal absorption of labelled vitamin B,,. Another 
less physiological method of approach would be to find 
the minimum effective daily injected dose in patients 
with idiopathic steatorrheea and megaloblastic anemia 
whose absorption of labelled vitamin B,. was normal 
and whose absorption of folic acid was impaired. In 
both instances the possibility of complicating ascorbic- 
acid deficiency would require consideration, and in any 
case some of the administered dose might be deviated to 
functions other than restoration of normal erythropoiesis. 

It is likely that some cases of megaloblastic anemia in 
pregnancy in temperate regions are due to folic-acid 
deficiency and in some instances the output of folic 
acid after a test dose has been low.4 However, many 
patients with extremely poor diets do not develop 
megaloblastic an®mia in pregnancy, and some who do 
develop it are in good circumstances, eat a normal diet, 
and have no complicating factors such as vomiting, 
diarrhea, or multiple pregnancy. To complicate the 
matter even more, Okuda and his co-workers ® in Balti- 


1. Vinke, B., Van der Sar, A. : Docum. Med. geogr. trop. 1956, 8, 151. 
. Williams, R. J., Eakin, R. E., Beerstecher, E., Shive, W. The 


we 


Biochemistry of B-vitamins. New York, 1950. 
Williams, R. J. J. Amer. med. Ass. 1942, 119, 1. 
. Girdwood, R. H. Quart. J. Med. 1956, 25, 87 
. Okuda, K., Helliger, A. E., Chow, B. F. 
1956, 4, 440. 
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more have claimed that very low serum-vitamin-B,,. 
levels may be obtained even in normal pregnant women 
at the time of delivery, and consider that the foetus 
deprives the mother of the substance. 

In summary, the theory of Vinke and Van der Sar 
is attractive, but we do not really know whether the 
body stores of folic acid will last for 30 days or for 600. 
As Dr. Thompson says, dietary deficiency is probably 
an important contributory cause in megaloblastic 
anemia of pregnancy even in temperate climates, but 
other unknown factors appear to play a part. 


Department of Medicine, 


University of Edinburgh. R. H. Grrpwoop. 


DIVISION OF INTERCOSTAL ARTERIES 


Srr,—In your report of the Anglo-French surgical 
conference (June 8) the question of dividing intercostal 
arteries and the safety of doing go was raised by Jean 
Cauchoix and Jean-Paul Binet with the words ‘ there 
is still no final answer in man.”’ 

Presuming the danger to be interference with the 
circulation of the cord, I should like to point out that the 
circulation of the cord was worked out by Kadyi 
in 1889 and his work confined by Suh and Alexander in 
1939. The latter point out that Tanon emphasised the 
importance of the lumbar radicular vessels in the blood- 
supply of the whole cord and that the middle thoracic 
section of the spinal cord has the poorest local segmental 
circulation. 

Our experience supports this: in 106 cases of anterior 
fusion, Prof. F. E. Stock and I have divided up to as 
many as eight intercostals in a single patient without any 
complications. I think the most dangerous area is the 
lumbar and it is in the thoracolumbar region that the 
danger lies. I hope this will fortify those who might 
be deterred from using this excellent approach to the 
thoracic spine by the words “there is still no final 
answer in man.”’ 

University of Hong-Kong. A. R. Hopeson. 


MECHANISMS OF PERIODIC PARALYSIS 


Srr,—It was with particular interest that I read your 
leading article of April 20 and the article by Professor 
Conn and his colleagues in the same issue. 

I agree entirely that the underlying mechanism of 
periodic paralysis is not identical in all cases. At least 
one other condition can produce symptoms similar to 
those of familial periodic paralysis. In April, 1956, I 
described ! a disease which, like periodic paralysis, is 
characterised by attacks of paralysis, especially during 
rest after exertion. The disease is hereditary and the 
inheritance is due to a single, autosomal, dominant gene 
with complete or almost complete penetrance. Clinically 
the disease differs from periodic paralysis in the following 
respects: it begins earlier in life (in 90% before the age 
of 10 years); the attacks are more frequent, shorter, and 
less severe (75% of the patients have at least one attack 
a week, and the attack lasts at most 1 hour, during which 
the patient is usually not completely helpless); the 
attacks are more liable to occur when the patient is 
hungry, and the intake of food, especially of bread, has 
a good prophylactic and therapeutic effect. During an 
attack the serum-potassium is increased without any 
accompanying decrease in the urinary excretion of 
potassium, and the electrocardiogram shows high 
pointed T waves. Like rest after exertion, 1-2-5 g. of 
potassium by mouth will precipitate an attack. The 
administration of glucose has a good prophylactic effect. 

Of the published reports of familial periodic paralysis, 
some, such as that of Tyler et al.,? appear to fit in well 
with the picture of adynamia episodica hereditaria, In 
1. Gamstorp, I. Acta pediat., Stockh. suppl. 108, 1956. 


2. Tyler, F. H., Stephens, F. E., Gunn, F. D., Perkoff, G. T. J. clin. 
Invest. 1951, 30, 492. 
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other words, the description of the mode of inheritance, 
the clinical picture, the absence of decreasing serum- 
potassium during an attack, and the lack of response to 
potassium therapy suggest that the patients really had 
adynamia episodica hereditaria. 

Since Tyler et al. found vacuoles in the muscle-fibres, 
this finding cannot be pathognomonic of periodic paralysis. 
The mechanisms of the two diseases must be different, 
which does not, of course, exclude the possibility of 
vacuoles occurring in the muscle-fibres in both condi- 
tions. Microscopic examination of muscle-biopsy speci- 
mens from 3 of my patients, however, failed to reveal 
any such vacuoles. 

Barnsjukhuset, Lund, Sweden. 


CHILDREN IN HOSPITAL 

Srr,— What a pleasure it is to read a paper like that 
of Dr. Vaughan in your issue of June 1. The point of 
his investigation—the presence or absence of explana- 
tion to children, before admission, of what was going to 
happen to them in bhospital—is an important one. 
As he points out, most of these children were confused 
and frightencd on admission, and twenty-six weeks after 
discharge 11 of the children to whom no explanation had 
been given, as against 3 of those to whom matters had 
been explained, were still disturbed. 

This inquiry raises a point very familiar to child 
psychiatrists—of the loss of confidence in their parents 
felt by children given lying statements by their parents 
about the reasons for their visit to a- hospital of which 
inpatient adinission is the (to the child) unexpected 
outcome. As Dr. Vaughan reports, some parents are 
unable to explain what is to happen to their children 
and some are definitely frightened to do so. At present 
no provision is made for the preparation of children 
about to come into hospital in our outpatient and 
inpatient routine handling. 

During two years spent in the wards of the Royal 
Hospital for Sick Children, Glasgow, under Prof. Leonard 
Findlay on an M.R.C. inquiry which involved direct 
contact with the children’s families, I was much struck 
with the help that could be given, both to the progress 
of the child in hospital and to wise aftercare by his 
family, by simple explanations to both sides concerning 
the procedures the child was experiencing in hospital. 

As Dr. Vaughan points out, three things are necessary : 
(1) explanation to parents of the importance to their 
future relations with their children of a truthful account 
of the reasons for the child’s visit to hospital; (2) 
explanation to the child himself of what is going to 
happen to him in hospital (and in every case this should 
include explanation of the meaning of, to the smal) 
child, so mysterious a procedure as the use of the inject- 
ing needle) ; and (3) opportunity for the child to express 
his fears and receive comfort and reassurance. 

Is not this a sound opportunity for coéperation 
between the psychiatric and the pediatric branches of 
our children’s services ? And would something like the 
following not possibly meet the case ? 

(1) The psychiatric social worker, should there be one in the 
hospital, or if not a member of the nursing staff with special 
training to meet this need, should have a talk in the out- 
patient department with each mother whose child has been 
put down for admission to hospital. Such an interview should 
contain an explanation of what is to happen to the child 
while in hospital and persuasion of the mother to prepare her 
child for it. Fear is catching; children catch it from their 
mothers. Such a procedure would give an opportunity to the 
mother to ventilate her own fears about hospital admission 
for her child and to be reassured. 

(2) In every children’s department, and particularly in 
relation to surgical wards, it should be the duty of one of 
the resident medical staff to see all children for a brief period 
immediately after admission to explain to them carefully 
just what is about to happen, and to assure them of a future 


INGRID GAMSTORP. 


LETTERS TO THE EDITOR 


{[sUNE 22, 1957 1303 


friendly visit and opportunity for a talk over anything that 
has puzzled or frightened them shortly after the completion 
of an operation. 

(3) All outpatient children’s physicians should be asked, 
on the child’s reporting visit after discharge from hospital, 
to inquire specifically about symptoms of disturbance, and 
if these are present to refer the child at once to the psychiatric 
clinic. : 

(4) Simple leaflets should be prepared for use in the out- 
patient department and by general practitioners, setting 
out clearly the importance of explaining to children going 
into hospital what is awaiting them, and telling parents 
whom to ask if they are puzzled as to how to do this or if 
they later find their child upset by his experiences in hospital. 
The parent bringing the child to outpatients could be 
encouraged to take this leaflet home to discuss with the other 
parent and older members of the family, so that a period 
in hospital for a child could become more of a corporate 
event in which all the family is interested, instead of being, 
as so often at present, a mysterious experience in which the 
child feels afloat on a very small raft out of sight of familiar 
land or faces. 


As a step towards the achievement of these objectives, 
would it not be possible for the child psychiatrist to 
the hospital to give short talks to nursing and resident 
staff, explaining the grounds for these adiitional, and 
which may seem to an over-worked staff tiresome, 
additions to routine and the good harvest that can be 


. reaped by them in understanding home management 


of their small patients after discharge and an increase 
in mental health of the children? 
London, W.11. MARGARET LOWENFELD. 


EPIDEMIOLOGY OF POLIOMYELITIS 


Smr,—In your leader of April 20 you say ‘‘ Recent 
studies have made clear the reasons for the striking 
differences in the incidence of paralytic poliomyelitis 
between countries with high and with low standards of 
living.”’ 

The evidence brought forward fully explains the 
rising age-incidence in countries with a high standard 
of living but, as Dr. Pease and I! recently pointed out, 
it dves not explain the recent increase in paralytic dis- 
ease in under-developed countries, nor the variation in 
the severity of attack in countries with a high standard 
of living (cf. Denmark in 1952). 

Hammon et al.? have suggested that paralytic polio- 
myelitis in the Philippines may be due to the importation 
of ‘‘ paralytic strains’? from the United States, and a 
similar explanation could account for the epidemics in 
Malta and Madagascar during the late war and in many 
other countries, such as Israel and Kenya,’ since then. 

In other virus diseases, such as smallpox, strains exist 
of the same immunogenic type, but of varying virulence 
and giving rise to a varying severity of illness.‘ In small- 
pox the difference in virwence is so marked that two 
distinct forms are recognised and known as variola 
major and variola minor, or alastrim. 

Clinical cases of poliomyelitis are most frequently asso- 
ciated with type-1 viruses, but evidence is accumulating 
that the severity of an epidemic depends more upon the 
virulence and neurotropism of the strain of the virus 
than upon its type. 

Tanganyika is a country with a low standard of living 
and very poor communications, and yet in 1954 there 
was a severe localised epidemic of paralytic poliomyelitis 
among susceptible infants, with 99 cases among a total 
population of approximately 100,000, and in 1956 there 
was an even more severe outbreak at Kakonko with an 
incidence of 275 cases in a similar population. 

The fact that paralytic poliomyelitis, or ‘‘ polio 
major,’ has taken so long to penetrate Africa since its 
. Kerr, W. G., Pease, N. J. Brit. med. J. 1956, i, 1337. 

- Hammon, W. McD., Ludwig, E. H., Sather, Gi. E., Schrack, 
W. D. jun. Ann. N.¥F. Acad, Sci. Sept. 27, 1955, p. 979. 


1 
2 
3. Walker, A. J. East Afr. med, J. May, 1956, p. 169. 
4. Conacher, D. G. Ibid, May, 1957, p. 157. 
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first appearance in the 1880s, is probably due to ) the 
high degree of immunity which has been developed there 
by repeated epidemics of ** polio minor’’ and to the 
difficulties of communication. The existence of previous 
epidemics of the non-paralytic disease is shown by the 
immune state of the majority over the age of 5 and by 
the sporadic cases of paralysis that have occurred in the 


past. Their existence is further supported by the type 
of research carried out by Melnick et al.° to which you 
refer. 


Ocean Road Hospital, 
Dar es Salaam, Ww 


Tanganyika. G. KERR. 


CASAREAN SECTION 
Srr,—Few of your readers interested in modern 
cxesarean section would endorse all the views expressed 
in your leading article of April 6. Many would be in 


fullest agreement with Prof. Dugald Baird and Mr. 
Terence Robinson (April 27) and Mr. Higgins (April 20). 


Merely to repeat the view that all other methods of 
delivery will become obsolete is to perpetuate an 
absurdity. 

Dr. Salzmann’s letter (May 25) calls for comment. In 
a symposium on general-practitioner midwifery services 
last year,® it was pointed out, in discussing the place of 
cesarean section, that a survey of 30 large gore f 
hospitals, mostly teaching, for the five years 1951- 
showed the section-rates to vary from as high as 14% ra 
as low as 1-5°%%. These units included all the well-known 
British teaching hospitals as well as prominent units in 
the U.S.A., Australia, New Zealand, and Eire. It may 
well be true, as Dr. Salzmann states, that some hospitals 
in this country show what may be deemed an unneces- 
sarily high section-rate, but the average yearly rate for 
the group of hospitals analysed was 5-1%, and if the 
results of the group studied by Marshall and Cox? are 
re-examined for the period 1951-55 the average yearly 
rate is shown to be 6-1%, which is almost exactly 
the figure quoted by those authors for 1943—-1947— 
i.e., 6-2%. 

The criticism by the prominent member of the Royal 
College of Midwives, to which Dr. Salzmann refers, seems 
therefore a little ungracious without a fuller knowledge 
of the conditions obtaining in the particular hospitals to 
which she alludes. 


Liverpool. H. VINCENT CORBETT. 


ANASTHESIA FOR CZ SAREAN SECTION 

Sir,—The letter by Dr. Margaret Watkinson (June 15) 
has stimulated us to make a plea for the abandonment of 
the long-established ritual of *‘ slash-and-grab ”’ czsarean 
section. For the obstetrician who stands beside his 
patient about to be delivered by cesarean section, 
prepared with scalpel poised to extract the foetus at a 
word from the anesthetist, will allow his forceps cases to 
be anesthetised whilst preparing the vulva, catheterising, 
and draping the patient before he is ready to commence 
vaginal delivery. Forceps extraction is then performed 
slowly and deliberately, without haste or rush. 

It is our practice to anzsthetise patients for cesarean 
section before subjecting them to the frightening experi- 
ence of-skin preparation and draping. The operation 
itself is unhurried and the benefit to the mother of the 
slower and gentler surgery has been achieved without 
increased risk to the foetus. 

The anzsthetic technique 
follows : 


employed is briefly as 


Induced by the inhalation of cyclopropane and oxygen, the 
patient is maintained at the lightest possible plane of surgical 
5. Melnick, J. L., Walton, M., Isacson, P., Cardwell, W. Amer. J. 


Hyg. a 65, 1. 
6. Rogerson, J. P. G., Corbett, H. V. 
1956, p. 39. 


Medical institution 
7. Marshall, M., Cox, L. W. Transactions of the jem British 


Transactions of the Liverpool 


Congress a Obstetrics and Gynecology, 1949, p. 
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anesthesia with nitrous oxide and oxygen, snags wit! 
a little cyclopropane if necessary. All cases are intubated 
a cuffed Magill orotracheal tube being passed under suxé 
methonium (succinylcholine)-induced paralysis. Respiratio: 
is controlled, relaxation being produced by intermitten 
administration of suxamethonium, and light-plane anes 
thesia is maintained with nitrous oxide and oxygen. 


It is not our intention here to advocate any one metho 
of anesthesia for these cases, or to compare genera 
with local, spinal, or extradural anesthetic techniques 
Neither is unnecessary slowness condoned ; in cases o 
foetal distress surgery is performed with expedition 
as in forceps delivery for this coudition. 

We make no claim to originality in contending that ni 
greater speed is required in delivery of the foetus per 
abdomen than per vaginam, and that, with an anesthetic 
technique embodying good oxygenation with a light- 
plane general anzsthetic, ‘‘ slash-and-grab’’ cesarean 
section is a ritual to be abandoned. 

St. George’s. Hospital, 

London, 8.W. 


Queen Victoria Hospital, 
East Grinstead. 


DaAvip SAVAGE. 


Davin HuGHEs. 


MECHANICAL FACTORS IN ATHEROSCLEROSIS 
Str,—I was very interested to read the article by 
Professor Duguid and Dr. Robertson in your issue of 
June 15. The importance of these factors was strikingly 
demonstrated during some work on post-mortem arterio- 
graphy by Dr. K. D. Keele and myself.t One of the 
subjects had wasting of one of the lower limbs due to 
tuberculosis of the hip and knee as a child, and on this 
side the arteries were almost devoid of disease, whilst 
those on the other showed all the features of athero- 
sclerosis. 
“Gherteey, Ourrey." . F. Ross. 
INFLUENCE OF THE CEREBRAL CORTEX ON 
SODIUM EXCRETION 


Smr,—A conditioned diuretic reflex in the dog was first 
described by Bykow and Alexejew-Berkmann,? who 
administered water repeatedly per rectum in dogs. After 
a certain number of trials, taking the dog into the experi- 
mental room and putting it on the stand was enough to 
elicit an increase in diuresis. 

In our own experiments, the conditioned diuretic reflex 
was obtained by giving water by mouth. Loading with water 
resulted in the well-known phenomenon of unconditioned 
water diuresis. After a suitable number of experiments 
the conditioned reflex was established and the diuresis 
increased without water intake when the dog was on the 
stand. 

In this conditioned diuresis, the urinary excretion of sodium 
was very high, whereas in the unconditioned diuresis it was 
very low. To use modern terminology, the unconditioned 
water diuresis is characterised by a high positive free-water 
clearance, with a negligible osmotic clearance. In the condi- 
tioned diuresis, the positive free-water clearance is relatively 
low and the osmotic clearance is high. The “ conditioned- 
reflex ’’ nature of the phenomenon is proved by differentiation. 
Creatinine excretion being virtually unchanged, the cause of 
the increase in the excretion of sodium is apparently a 
reduction in tubular reabsorption. 


Our observations suggest that the conditioned reflex 
may differ from the unconditioned reflex, and that the 
cerebral cortex may also directly influence tubular 
reabsorption. 

A detailed account of our experiments, in coéperation with 
Dr. M. Gerbner and Dr. K. Altman, will be published else- 
where. 


Physiological Institute, P e 

University of Budapest. P. BALINT. 

1. Ross, C. F., Keele, K. D. Angiology, 1951, 2, 374. 

, a Bykow, a M. ., Alexejew-Berkmann, I. A. Arch. ges. Physiol. 
1930, , 710 
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Public Health 


Training for the New Public Health 


THE evolution of a specialty tends to follow a recog- 
nisable pattern. There is the recognition of a need; the 
pioneer attempts to meet that need ; the hiving-off of the 
pioneers’ successors into a new caste with a special 
training, qualifications, rituals, and jargon ; the inclusion 
of the specialty’s basic content in the undergraduate 
curriculum ; and eventually its expansion at the expense 
of others, its decline, or its modification. Surveys of the 
status of training in the subject form milestones along 
the road. 

A milestone along the road of public health is the World 
Health Organisation’s monograph by Professor Grundy 
and Professor Mackintosh.' 

To this an international character has been imparted 
by including summaries of W.H.O. conferences at Nancy 
(undergraduate, 1952) and Géteborg (postgraduate, 
1953), and by submitting the text to leading public- 
health educators in eight countries. In addition there is 
a factual survey of the position in nineteen countries— 
perhaps too much compressed, however, for in the fifteen 
lines given to undergraduate training in London, for 
instance, it does not bring out the widely varying stan- 
dards and the relative neglect of the subject in com- 
parison with provincial schools and with many foreign 
countries. Here a comparison with the similar survey 
by Prausnitz ? in 1932 would have been interesting. 

The main theme is the change of emphasis from environ- 
mental public health to social medicine—from water- 
closets to welfare, in fact—which some may reckon a 
rash change when the subject is in a state of flux. Per- 
haps, therefore, the words “‘ social medicine ’’ should have 
been included in the monograph’s title, particularly as 
there is a schodl of thought, notably in Scandinavia and 
the Netherlands, which holds that public health and social 
medicine cannot be combined in one professorial chair. 

It is on such subjects as the three prevailing types of 
curriculum (traditional, intermediate, and comprehensive 
social), the problems of nomenclature, and the extent to 
which social medicine is a specialty that the authors are 
at their best. All concerned should be grateful to them 
and to the World Health Organisation for their intelligent 
and important survey of where we are and whither we are 
likely to go in the ill-defined and almost hedgeless fields 
of public health, hygiene, and preventive and social 
medicine. 


Poliomyelitis 


Uncorrected notifications for poliomyelitis in the week 
ending June 8 (23rd week of the year) were as follows 
previous week in parentheses): paralytic 48 (42), non- 
paralytic 26 (25); total 74 (67). The following figures 


compare this year’s notifications with those in the 
preceding nine years : : 
lear Total cases up to and including Cases in 
23rd week 23rd week 
1948 ix i 597 oz = a3 14 
1949 oe > 383 ra he as 19 
1950 a aa 840 a - a 79 
1951 the 3 591 - es ee 52 
1952 nts i 603 ue es os 61 
1953 a ea 766 ee as se 73 
1954 nee ok 534 om we is 26 
1955 a os 419 o« os >. 44 
1956 oa - 646 = a oa 55 
1957 ee we 1084 o° +» es 74 


Wehave received preliminary details of the results of faeces 
examination of persons in contact with a case of paralytic 
poliomyelitis in a Lundon borough. The patient, a 
woman, was the first notified case (May 1, 1957) in the 
borough since February last (there had been 3 non- 
paralytic cases in children). The rest of the family had 


|. Teaching of Hygiene and Public Health in Europe: a Review 
of Trends in Undergraduate and Postgraduate Education in 
Nineteen Countries. By F. Grunpy, professor of preventive 
medicine, Cardiff, and J. M. MAcKinTosH, professor of public 
health, London. With an introduction by JACQUES PARISOT. 


Geneva: World Health Organisation: Monograph series 
no. 34. 1957. Pp. 254. 25s. Obtainable from H.M. Stationery 
Office. 


2 Prausnitz, C. Teaching of Preventive Medicine in Europe. 
London, 1933. See Lancet, 1952, ii, 951. 
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been ill with ‘ colds”’ and ‘ influenza’’ sixteen days 
before the mother was taken ill. In 2 of her 3 children, as 
well as a classmate of one of the children, virus was 
present in the feeces. The virus was still present twenty- 
eight days after the first examination. No other cases of 
poliomyelitis had so far been notified in that district up 
to June 17. House quarantine was not begun until after 
the result of the feces examination of the children was 
known: before this, one of them had been to school. 


Similar inquiries should help to clarify the value of 
close quarantine in poliomyelitis, a subject which is 
discussed in an annotation on p. 1290. 


“és 


Influenza 


Influenza virus isolated from a traveller lately 
arrived at the Hague has been sent to the World 
Influenza Centre in London. So far no spread has been 
reported in Holland. Reports reaching the World Health 
Organisation suggest that the virus responsible for the 
epidemic in Asia has also arrived in Australia and North 
America, but no outbreaks have developed.!. The dis- 
ease remains very mild. Viruses sent to the World 
Influenza Centre from Hong-Kong, Singapore, Kuala 
Lumpur, Australia, and Japan have all been antigenically 


’ alike, belonging to the new so-called Far Eastern variety 


of influenza A. The reported view * of Sir Macfarlane 
Burnet, director of the Walter and Eliza Hall Research 
Institute in Melbourne, is that the virus will spread 
throughout the world and that it will arrive in Britain 
when the cold weather comes. 


Vaccine against the new type of virus has been prepared 
in the department of virus research ‘in the Wright- 
Fleming Institute, St. Mary’s Hospital, London. The 
first batch will be tested soon. 


1. Times, June 15, 1957. 
2. Ibid, June 17, 1957. 
3. Ibid, June 18, 1957. 


Diary of the Week 


JUNE 23 To 29 
Tuesday, 25th 


INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 p.m. Mr. A. K. Monro: The Réle of Surgery in Skin Diseases. 


Wednesday, 26th 


INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 

5 pM. Mr. J. R. Belcher: Emphysematous Cysts of the Lung. 
INSTITUTE OF DERMATOLOGY 

5.30 p.m. Dr. R. W. Riddeil: Mycological Routine in Dermatology. 


Thursday, 27th 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
2.30 p.m. Urology. Dr. A. G. Lewis: Disturbances of Renal 
Physiology. Dr. F. M. Parson, Mr. R. Shackman: Uses 
of the Artificial Kidney. 
POSTGRADUATE MEDICAL ScHOOL, Ducane Road, W.12 
4p.m. Dr. A. G. Macgregor: Heemochromatosis. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. G. C. Wells: Keratinisation. 


Friday, 28th 


ROYAL SOCIETY OF MEDICINE 
8.15 p.m. Obstetrics and Gynecology. Dr. Francis Camps: Medico- 
legal Adventure and Misadventures in the Field of the 
Gyneecologist and Obstetrician. 
POSTGRADUATE MEDICAL SCHOOL 
10 a.m. Mr. Leon Gillis: Amputations. 


Appointments 


Davies, G. C., M.B. Wales, F.F.A.R.C.S.: consultant anzsthetist, 
Merthyr and Aberdare H.M.c. 
REES, ELISABETH, M.D. Lpool : 
Liverpool Hospitals. 
East Anglian Regional Hospital Board : 
Lavy, G. A. D, M.B Camb., F.R.c.8s.: surgical registrar, Norfolk 
anid Norwich Hospital. 
LuckHoo, M. S. M.B. Aberd.: medical registrar, North Cam- 
bridgeshire and Clarkson Hospitals, Wisbech. 
MANTELL, M. C. G., M.B.Camb.: anesthetic registrar, West 
Suffolk General Hospital. 


8.H.M.O. in venereology, United 
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Obituary 


MARINUS VAN DEN ENDE 
M.B. Cape Town, Ph.D. Camb. 


Prof. M. van den Ende, dean of the faculty of medicine 
in the University of Cape Town, died on June 4 at his 
home in Cape Town at the age of 45. 

He was born in South Africa of a family of Dutch 
settlers, and he was educated at the University of Cape 
Town, graduating M.B. in 1933. Four years later he came 
to this country to take up a John Lucas Walker student- 
ship in the department of pathology of the University 
of Cambridge, and in 1940 he was awarded the PH.D. 
Camb. Meanwhile, in 1939, he had joined the scientific 
staff of the Medical Research Council at the National 
Institute. D. G. E., one of his colleagues there, writes : 

van den Ende was a born research-worker, both in the 
laboratory and in the field, with a highly critical mind and 
amazing energy ; he seemed destined to reach the highest 
possible position. His researches during the war on cross- 
infection in hospitals and on typhus were quite outstanding. 
Perhaps his greatest achievement in England was the organisa- 
tion of the laboratory at Frant for the large-scale production 
of scrub-typhus vaccine, exacting and dangorous work which 
he carried out with tremendous speed and success. 

Although he was thoroughly at home in England, he never 
lost the desire to return to his own country, to which he had 
an intense loyalty, and in 1945 he accepted the chair in 
bacteriology at the University of Cape Town. In this new 
position he built up a large and active research school in 
virology and bacteriology and was able to show yet another 
quality, that of a teacher both of the research-worker and 
the undergraduate. 

Apart from his ability as a scientist there were other qualities 
that will always first come to mind when thinking of van 
den Ende. He was a most lovable person with great charm, he 
was kind and generous almost to a fault and when, four yoars 
ago, he was trayically struck down by his fatal illness he faced 
the consequences with unbelievable courage, working fer- 
vently and relentlessly right to the end. Those of us who 
were with him during his time at Hampstead—which he often 
referred to as the happiest and most crowded period of his 
life—realise the great privilege we had in knowing such a man. 


Prof. van den Ende leaves a widow, two sons, and two 
daughters. 


ARTHUR CUBLEY 
M.R.C.S, 


Dr. Cubley, formerly deputy medical superintendent 
of the North-Eastern Fever Hospital of the London 
County Council, died on June 2, after a long retirement 
at Ashover, Derbyshire. He qualified from University 
College Hospital in 1900 and his whole career was spent 
in the fever service of the Metropolitan Asylums Board, 
and later of the L.C.C. W. E. S. writes: 

Dr. Cubley was for long a well-known figure to all the 
medical staff of a service which was notable for its active 
inter-hospital social life. He had a kindly and unruffled 
bearing and was always ready to help his juniors from his 
great store of knowledge of the infectious fevers. His upright 
figure, deliberate speech, and large moustaches perhaps gave 
an improssion more of the countryman than the doctor. He 
had a strong mechanical bent as shown by his invention of 
the Cubley tracheotomy tube, and he was a skilled wood- 
worker. 


He leaves a widow. 


Dr. G. F. BUCHAN 


C. M. S., a county M.o.H., recalls the one occasion on 
which he met Dr. Buchan. 

In the early days of the war, when this county had some 
40,000 evacuee women and children with all the related multi- 
farious problems, we had many requests from the evacuation 
authorities to do this and to do that’ The requests wero all 
perfectly reasonable but nevertheless sometimes trying. There 
was 4 great sense of relief and contrast when one afternoon a 
tall distinguished man came into my office and introduced 
himself as Buchan of Willesden. “‘ You have a large number of 
women and children from Willesden and you must be heavily 
pressed for health visitors. Can I send you some help ?”’ 
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Notes and News 


SMOKING AND LUNG CANCER 


In 1954 a group of tobacco manufacturers in the United 
Kingdom decided to contribute £250,000 towards research in‘ 
the cause of lung cancer, and asked the Medical Resear} 
Council to apply this fund. A year ago the manufacturers so 
up a standing committee, with Sir Alexander Maxwell as 
chairman. Sir Alfred Egerton, F.R.s., and Sir Ronald Fisher, 
F.R.S., were appointed scientific consultants. The committee, 
which has now issued its first annual report, proposes to set up 
a new fund to promote research on any problem relating to 
smoking and health. 

Mr. G. F. Todd, statistical adviser to the committee, has 
reviewed various statistical surveys in consultation with 
Sir Ronald Fisher. They criticise studies of the relationship 
between smoking and lung cancer on the ground that the 
material was not randomised, the smoking classes being self- 
selected. No studies have been made of the causes which 
determine whether a person will smbke. ‘“ It would be frankly 
incredible to assert that these smoking classes are not sys- 
tematically differential, at least in respect of genotype, if not 
also in respect of environmental exposures not irrelevant to 
the subsequent incidence of cancer.’’ If lung cancer were due 
to direct application of smoke to the bronchial epithelium, it 
should be commoner in those who inhale than in those who 
do not; but if it were due to a remote effect, then taking 
smoke into the mouth might be effective, and lung cancer 
would be as common in smokers who did not inhale. The latter 
explanation is consistent with the findings of Richard Doll and 
Bradford Hill, but L. Breslow and F. Lickint found higher 
percentages of inhalers among their lung-cancer cases than 
among their controls. If both direct application and a remote 
effect caused lung cancer, the lower mortality-rate in pipe 
smokers would be explained ; but at least somo increase in 
inhalers among lung-cancer patients would be expected. 

Non-causal explanations of the statistical relationships are 
considered. A genetic factor might increuse both the tendency 
to smoke and the liability to lung cancer. The increase would 
then be explained either by an environmental factor (such as 
the increase in oxidation products of hydrocarbons in the 
atmosphere) or by an increase of the numbers of persons 
surviving into the lung-cancer age-group who would, in 
previous eras, have died sooner and whose inherent resistance 
to lung cancer is lower than average. 

The impossibility is noted of measuring the extent to which 
any individual is exposed to atmospheric pollution, and studies 
of the different prevalence of lung cancer in large and in small 
towns are criticised. Mr. Todd concludes that nobody can say 
how far the estimates linking lung-cancer mortality-rates with 
smoking or with atmospheric pollution are applicable to the 
whole population. 


NEWS FROM KUALA LUMPUR 


THE Institute for Medical Research at Kuala Lumpur in 
Malaya has published a report on its work for 1955—a 
heartening document. The list of papers covers work in 
microbiology, zoology, nutrition, and many other fields; 
and the collaboration between the institute and the U.S. 
Army Medical Research Unit continues to be fruitful. 

The work on malaria continues, “‘ but at a lower ebb from 
the diversion of resources to the more challenging problems of 
filariusis.’’ That the pressure of the attack on malaria can be 
slackened is an indication of its success. The filariasis research 
unit, established in 1953, reports the discovery of sheathed 
microfilarie# in various local] animals, but it is not yet known 
whether these are pathogenic to man. Diethylearbamazine 
has been given to carriers with success. The same drug was 
given to the inhabitants of one kampong, while another 
kampong was sprayed with dieldrin, a residual insecticide ; 
there was a striking decrease in the microfilaria rate and 
density in the drug-treated population, but in neither was 
there any reduction in the proportion of mosquitoes infected. 

Much research has been done in virus and rickettsial 
diseases. Volunteers were immunised against typhus by 4 
live vaccine with appropriately timed doses of chloramphenicol. 
17 viruses (10 se, 7 unidentified) have been isolated from 
400,000 mosquitoes, and a dengue-like virus was found to be 
responsible for a third of the undiagnosed fevers at Kuala 
Lumpur General Hospital. 

Research in nutrition includes the discovery of low thiamine 
levels in the milk of mothers of infants with acute respiratory 
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disease, suggesting that the lack may reduce the infant’s 
resistance to infection. Of 238 severely anemic patients, 
most were found to be iron-deficient, and in many there was 
a superimposed megaloblastic anemia. Of 1200 patients whose 
stools were examined, hookworm infestation was much 
commoner in patients with a low hemoglobin level, suggesting 
a cause for the high prevalence of iron deficiency. 

These examples give some idea of the impressive scope and 
quality of the work in progress in Malaya. 


EUROPEAN UNIVERSITY INTERCHANGE 


A REPORT! by the Committee for Foreign University 
Interchange, whose chairman is Mr. F. W. D. Deakin, illus- 
trates the value of university interchange as a means of 
promoting European understanding. The 551 visits which 
have been arranged under the interchange scheme between 
this country and other European countries during the past 
eight years have produced a total of 985 contacts between the 
participating European universities. In a foreword to the 
report, Sir James Mountford, vice-chancellor of Liverpool 
University and chairman of the Universities Advisory Com- 
mittee of the British Gouncil, declares that the cumulative 
effect of these schemes has resulted in a “ really impressive 


number of academic contacts,’’ and that ‘“‘ the learned world | 


owes a debt to the work that has been done.”’ 

The scheme for the interchange of short visits lasting one 
to three weeks by university teachers, which is administered 
with the help of the British Council, came into operation 
in 1948 between the United Kingdom and Belgium and has 
since been extended to include Austria, Finland, France, 
Germany, Iceland, Italy, The Netherlands, Norway, Portugal, 
Spain, Sweden, Switzerland, and Yugoslavia. Each year 
63 visits are made each way between these countries, and in 
the course of the current year there are plans to extend the 
scheme still further by the inclusion of Denmark, Turkey, 
and Poland. 

The report describes a supplementary scheme, arranged 
between the United Kingdom, Belgium, France, Germany, and 
Yugoslavia, for assisting younger research-workers to further 
their investigations by personal contact with others working 
in the same field abroad. Belgium, France, Germany, and 
the United Kingdom also plan to introduce in the next 
academic session a new scheme for the exchange of longer 
teaching visits of one term or semester. 

In the field of postgraduate scholarships, 684 students 
from the Continent have been given awards by the British 
Council for study in the United Kingdom, whilst 549 British 
students have been helped by foreign governments or uni- 
versitios to study on the Continent. The report also refers 
to the growing number of awards offered by such bodies as 
the Council of Europe, the High Authority of the European 
Coal and Steel Community, UnEsco, and Nato, and the 
interest shown by Western European Union in fostering 
coéperation between the universitios of Europe. 


ELECTRICAL INCUBATORS 


A REPORT to the East Anglian Regional Hospital Board* 
has drawn attention to the potential dangers of electrical 
incubators. The report arose from a baby’s death owing to 
overheating from an electrical fault, and it instanced several 
other cases where babies had been at risk. 

A draft British standard for electrically heated incubators 
and cote for babies has now been produced. The adoption 
of this standard will eventually go far towards eradicating 
the dangers of incubators. In fairness to the manufacturers 
it should be remembered that accidents have been extra- 
ordinarily few, although in the past ten years very many 
babies have been nursed in incubators. Trouble may some- 
times have been due to lack of serviceing and overhaul ; 
hospital attendants and junior nursing staff are not always 
as gentle as they should be when moving and cleaning incuba- 
tors; and it seems likely that in some hospitals out-of-date 
amateur-built incubators, and incubators made as proto- 
types by firms not ordinarily engaged in building incubators, 
may still be in use. These may be dangerous, and they 
should not be retained even for occasional use in a hospital 
where an incubator is rarely required. 


1. University Interchange between the United Kingdom and other 
European Countries. A report on the work of the Committee 
for Foreign University Interchange. Issued by the British 
Council, 65, Davies Street, London, W.1. 


2. Cambridge Daily News, May 16, 1957. 


NOTES AND NEWS 


[suNE 22, 1957 1307 


A GENTLEMAN’S LIBRARY 


To buy books is always a pleasant hobby ; to buy them for 
a definite purpose on a limited budget is also a skilled occupa- 
tion. Some fifty years ago Arnold Bennett in Literary Taste 
offered the man of modest means a useful guide to the books 
needed for a reasonably complete library of English literature. 
His basic list’ included 562 volumes at a cost of £87 18s. 6d. 
In our more specialised (and expensive) days, Dr. Iago 
Galdston, secre of the medical information bureau of 
the New York Academy of Medicine, is seeking the help of his 
‘olleagues on both sides of the Atlantic in a more limited 
venture—though the cost will be about the same, If you had 
no more than £80-90 to spend, what books, Dr. Galdston asks, 
would you buy to form a modest working library on medical 
history ? His putative readers have apparently studied only 
modern languages ; for though the library may include books 
written in French, German, and Italian, he adds “‘ We can 
count on very few who have a competence in either Latin or 
Greek.”’ Lists of suggestions should be sent to Dr. Galdston 
at the Academy, 2, East 103 Street, New York 29, N.Y. 


NEW FILMS 


Nutrition in Pregnancy (16 mm., sound, colour, 11 minutes, 
Great Britain, 1957) is designed to advise expectant mothers 
on diet both in the antenatal period and while breast-feeding 
the baby. 

Emphasising that an adequate diet is the best foundation for the 
life of the baby, the film discusses the body’s need ef carbohydrates, 
fats, proteins, minerals, and vitamins and the foods that contain 
them. The film consists of a talk illustrated throughout by animated 
diagrams. Though well drawn, these tend to be fussy. and the 
emphasis on dietary constituents is less helpful to a mother than 
suggested menus and recipes. A lot of information is given in 
the film, and this might have been better presented as an iJustrated 
article or pamphlet. 

The film is available free from the Nutrition Information Centre, 
Vitamins Ltd., Upper Mall, London, W.6. 

Line of Defence, the third film of a series shown on B.B.C. 
television recently, dealt with the international control of 
infectious diseases. 

A passenger from Asia, where there has been a recent outbreak 
of smallpox, develo spots which, though resembling those of 
chickenpox, are su oy! atypical to make the ship’s surgeon 
suspicious. Through the World Heaith Organisation at Geneva, 
the port of London health authority is warned and the routine 
procedure on ship and ashore is shown. While the efficiency of the 
internatiénal organisation was well conveyed, the dctail 'acked 
balance, such aspects as the differential diagnosis between variola 
and varicella by microscopy, egg inoculation, and serum methods 
being shown at considerable length whereas the routine procedure 
~ it ae the other passengers and crew of the ship was barely 

uc on. 


THE LIVER 


TuHE choice of subject for the second number of the British 
Medical Bulletin for this year ' is timely in view of the many 
recent advances in our knowledge of the liver in health and 
disease. The topics which have been selected for review cover 
a wide field, and will interest both physiologist and clinician. 

In his introduction, Sir Harold Himsworth, F.R.s., empha- 
sises that study of neither the normal alone nor the abnormal 
alone can supply the full information required for the compre- 
hension of either. Progress depends on our ability to integrate 
the knowledge gained on the two sides. In the case of liver 
disease, the work which linked protein and fat metabolism 
with experimental liver injury was the stimulus which led to 
the development of much recent research. In this respect, the 
article by J. C. Waterlow and G. Bras on nutritional liver 
damage is especially interesting. They point out that in 
man the only example of a direct effect of diet is the fatty 
liver of kwashiorkor. In this condition recovery, both 
structural and functional, is the rule and earlier suggestions 
that the fatty change led on to cirrhosis cannot now be sub- 
stantiated. The rdéle of protein deficiency in the development 
of permanent hepatic disease in underdeveloped countries is 
difficult to determine, but possibly malnutrition may have an 
indirect effect on the liver and predispose it to injury by other 
harmful agents. 

The place of protein in the dietary treatment of diffuse 
liver disease is becoming more clearly defined. In acute 
hepatitis, J. F. Stokes and M. L. Rosenheim suggest an intake 
of about 100 g. protein per day, and they remark that the 
advantages of a higher protein content are not clearly estab- 
lished. In patients with ascites secondary to hepatic cirrhosis 
a high-protein diet is often beneficial, provided that no 
neurological complications ensue. The mechanism of the 


1. The Liver : ‘Some ore and Clinical Aspects. Brit. med. 
Bull. May, 1957, 13, no. 2. 20s. 
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development of neuropsychiatric changes in liver failure is 
ably reviewed by Sheila Sherlock. The condition depends on 
the absorption of nitrogenous material from the intestine, and 
in the acute stage it is essential to stop all dietary protein. 
The liver has a remarkable ability to replace lost tissue, and 
the question of the stimulus to regeneration presents a fascinat- 
ing and fundamental problem, which is discussed by R. D. 
Harkness. Here again, protein may play a part, for there is 
some evidence that a fall in the protein concentration in the 
immediate environment of the hepatic cells may be responsible 
for setting in motion the regeneration of new tissue after partial 
hepatectomy. Other features of protein metabolism are 
considered in several of the articles which make up this 
number. In addition, many other aspects of hepatic function 
and disease are reviewed. This admirable symposium can be 
recommended to all interested in recent progress in the study 
of the liver. 


University of Oxford 


On June 8 the degree of p.m. 
Swithinbank. 


was conferred on John 


University of London 
On May 22 the following degrees were conferred : 


M.D.—Eunice Lockey, John Newsome. 
M.S.—Kenneth Owen. 


Royal College of Surgeons of England 

At a meeting of the council on June 13, with Sir Harry 
Platt, the president, in the chair, Lord Webb-Johnson, past 
president, was admitted as a member of the court of patrons. 

The following were coédpted to the council for the year 
1957-58, representing various branches of practice : 

Dr. John Hunt, general practice; Mr. A. C. H. Bell, gynecology 
and obstetrics ; Mr. G. Gill-Carey, otolaryngology: Dr. Frankis - 
Evans, anesthetics ; Mr. A. B. Nutt, ophthalmology ; Dr. E. Rohan 
Williams, radiology. 

The Hallett prize was awarded to Dr. R. Y. Calne, of Guy’s 
Hospital Medical School. 

A gift under covenant which will produce £45,000 was 
received from Cerebos Limited. 

Diplomas of fellowship were granted to the following : 

J. W. Garraway, W. J. L. Harries, E. J. Hargadon, M. D. Lord, 
W. K. M. C. Watkins, G. R. Benett, P. S. Watson, D. H. Nixseaman, 


George Kazantzis, B. L. a agg a M. W. F. Dunning, H. E. D. 
Griffiths, H. B. Eckstein, P. E. Huddy, tR. A. Williams, P. H. E. 


Courtenay, Peter Goodall, j W. Goodfellow, G. P. C. Orlay, 
Katharine M. Fussell, Ernest Kirz, C. R. Griffin, B. T. Hammond, 
+R. V. Tracy Forster, Anant Charan, Gobindadas Goswam. 


Anand Mohan Ahuja, ¢ G. O. Clark, Muneer Husain, N. K. G. 
Mendis, tR. K. Roddie, D. D. Beard, J. H. Hodgson, A. R. Kirby, 
Mary K. Marchant, tA. W. Morrison, Mihir Kumar Senapati, 
C. V. Wijesinha, J. A. Wilkinson, Nabil Ahmed Allouba, A. G. Bond, 
+B. W. M. Bushell, Abdul Karim Chaudhry, Hansa Deva Perera 
Goonatillake, G. A. D. Lavy, B. K. Madden, Ariyaman Mahanama 
Mendis, Bernard Nolan, G. J. Smart, Oliver Wesley-James, Elliott 
Bader, Ranjit Basu, R. .G. K. de Castro, M. H. Flint, J. R. W. 
Gleave, *P. A. Graham, Syed Zafar Haider, C. D. Levis, I. J. 
MacQueen, Salil Kumar Mukhopadhyay, Durgadas Sengupta, 
Dhirajlal Chhelshanker Vora, B. M. Andrea, Shyam Kishinchand 
Bulchandani, Kedarnath Vasudeo Chaubal, Harold Collinson, 
K. B. Cornwell, tIsrar Hasan Jafri, Adrian Litton, J. R. McQuaide, 
G. M. Nunn, *Ramachandra Pararajasegaram, Rasikbhai Ambalal 
Patel, J. P. Richardson, A. G. G. Robson, Norman Samuels, 
Brahma Dutt Sharma, Kedar Nath Sharma, Thomas Stack, Henry 
Sunderland, J. G. Sweeney, Cyril Toker, R. O. Wise, F. C. O. 
Allen, J. R. Badger, K. 8. Brearley, 
H. J. Done, H. L. Duthie, W. J. Eskdale, R. K. Greenwood, R S M. 
Ling, D. C. Mackenzie, B. R. Meyerowitz, J. F. Newcombe, 
Ishwarbhai Chaturbhai Patel, V. M. ao, Fardoon Phiroze 
Soonawalla, ms "5° Whiteway, C. A. Cass, Jean A. Evans, tV. T 
Hammond, N. J. Jackson, P. R. Knight, Peter Knipe, A. B. Oliveira, 
Ratan forte ‘V arma, John Ludbrook. 
* In ophthalmology. t In otolaryngology. 


\ diploma of membership was granted to M. B. Rees-Jones. 


Royal College of Physicians of Ireland 

At a meeting of the college on June 7 with Dr. F. J. 
O'Donnell, the president, in the chair, the following were 
admitted to the fellowship : 

W. A. Gillespie, M. E. Cheffins, J. 
and H. B. Kelly (in absentia). 

The following were admitted as licentiates and members : 

J.P. Alexander, Thomas Haran, B. J. Demass, and J. R. McCarthy. 


D. Kennedy, D. J. O’Callaghan, 


National Institute of Mental Health, Washington 

Dr. J. J. Elkes is resigning the chair of experimental 
psychiatry in the University of Birmingham on his appoint- 
ment as head of the clinical neuropharmacology research 
centre of this institute. 


NOTES AND NEWS 
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Lebanon Hospital 

The annual meeting of this hospital will be held on Thursday 
July 4, at 5 p.m., at the Cora Hotel, Upper Woburn Place 
London, W.C.1. The Earl of Feversham will be in the chair 
and the speakers will include Prof. Alexander Kennedy. 


Biochemistry Society 

A meeting of this society will be held in the department o! 
chemistry of King’s College, Newcastle upon Tyne, on Friday 
June 28, at 11.15 a.m. On Saturday, June 29, at 11 a.m. th 
society will hold a joint meeting with the Association o 
Clinical Biochemists when the programme will include 
symposium on mucoproteins. 


Oxford Graduates’ Medical Club 

The summer dinner of this club will be held in Trinity 
College, Oxford, on Friday, July 5, at 7.30 p.m., when Dr. 
Maurice Campbell will be in the chair. Members may bring 
medically qualified guests of either sex. Tickets (37s. 6d.) 
may be had before June 28 from Dr. Ronald Macbeth, depart 
ment of otolaryngology, Radcliffe Irffirmary, Oxford. 


Service Awards 

On the occasion of the Queen’s birthday, in recognition of 
distinguished services in the Near East, October to December, 
1956, the following doctors received awards : 

M.C.—Captain John Malcolm Elliott, M.B. Birm., R.A.M.c. 

Mention in despatches.—Surgeon Lieutenant John Gwythar 


Bradford, M.B. Lond., R.N., 45 Commando, Royal Marines ; Surgeon 
Lieutenant Peter Gordon Harries, M.B. Lond., R.N., H.M.S. Diana. 


Lady Tata Memorial Fund 

For research on leukemia and allied diseases, in the year 
beginning October, the trustees of this Fund have made the 
following awards : 

Grants for os a Expenses.—Dr. J. Kieler (Denmark), Fibiger 
Laboratory ; Seligmann (France), Institute Pasteur ; 
Dr. M. A, eee Fibiger Laboratory ; Dr. B. Thorell 
(Sweden), Karolinska Institute ; Dr. G. Klein (Sweden), Karolinska 
Institute ; and Dr. M. Bessis (France), Centre National de Trans- 
fusion Sanguine. 

Scholarships.—Dr. G. Marinone (Italy), University of Pavia, 
and Dr. A. J. Therkelsen (Denmark), Institute of General Pathology. 

Scholarship and Grant.—Dr. G. V. Seaman (England), Department 
of Colloid Science, Cambridge. 


Ross Institute of Tropical Hygiene 

At a luncheon held at the London School of Hygiene and 
Tropical Medicine on June 12 to mark the centenary of Sir 
Ronald Ross’s birth, Sir Eric Macfadyen, the chairman, 
recalled that the establishment of the institute named after 
Ross was mainly due to the efforts of the late Sir William 
Simpson and the late Sir Malcolm Watson; and Austin 
Chamberlain had been mainly responsible for the institute’s 
incorporation with the London School of Hygiene and Tropical 
Medicine. Dr. M. G. Candau, director-general of W.H.O., 
spoke of the Organisation’s debt to Ross, who, forty-five 
years before the introduction of D.p.T., established the 
principles that were now being followed in programmes of 
malaria eradication. In May, 1955, W.H.O. had decided to 
support steps towards achieving world-wide eradication of this 
disease. By the end of March this year 63 countries and 
territories had accepted eradication as a goal; in 10 this had 
been almost achieved, while in 15 the work was well advanced. 
Mortality and morbidity attributable to malaria were now at 
levels not more than a third of those twelve years ago when 
the attack with residual insecticides was begun. Prof. G. 
Macdonald, director of the institute, recalled that it was Dr. 
Candau’s powerful advocacy which led the World Health 
Assembly in 1955 to decide on a policy of eradication. Turning 
to the work of the institute, he said that this comprised 
advisory and consultative services, teaching, and research. 
Research was being directed towards the reasons for the 
prevalence of malaria, and the resistance of anopheles to 
insecticides. 


On June 10 Prof. J H. Burn, F.R.s., 


received the honorary D.Sc. 
of Yale University. 


CorRiGENDUM: Harvey Tercentenary.—In our report last 
week (p. 1237) of the Harvey Tercentenary Conference we 
misrepresented Prof. K. J. Franklin’s remarks. Fabricius of 
Padua first noticed that valves are a feature of many (not all, 
as we stated) veins of the body in 1574; his book, however, 
was not published until 1603. Harvey was a fellow of the 


College of Physicians of London. The epithet ‘“‘ Royal ’’ was 
not added until towards the end of the 17th century, and then 
far from invariably. 
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When fluid contents 


exceed requirements 


DIAMO 


* REGD. TRADEMARK ACETAZOLAMIDE 


In conditions where excess fluid ac- 
cumulates in body tissues, prompt 
dispersal measures are called for. In 
such cases, by inhibiting carbonic 
anhydrase, D1iAMox acetazolamide 
produces prompt copious diuresis. It 
has proved its ability to control body- 
fluid balance in cardiac oedema, 
glaucoma and epilepsy. Published re- 
ports also show satisfactory results 
from D1AmMox in toxaemia and oedema 
of pregnancy, premenstrual tension, 
renal oedema, emphysema and drug- 
induced oedema. D1AMox is a welcome 
departure from the mercurials and is 
well suited to long-term maintenance 


of ambulant and out-patient cases. 


TABLETS of 250 mg. 
Bottles of 25, 100 and 1000 


PARENTERAL Vials of 500 mg. 


LEDERLE LABORATORIES DIVISION 


? 
Cyanamid OF GREAT BRITAIN LTD., London, WL2 
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“Im actually enjoying this soft diet, doctor! 
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A REALLY INVITING SOFT DIET MENU! 
Egg poached in Heinz Strained Tomato Soup to 
begin with. And for the second course, Heinz 
Strained Apricots set into a mould with gelatine. 
Enough to make the most finicky patient’s mouth 
water! 











9 


Few patients like the idea of a soft 
diet. But you’ll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 


These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of each variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 19 varieties from which 
Soft Diets can be planned : 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Apricots with Rice 
Chocolate Pudding 


For hospital use, Heinz Strained Foods 
are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


“HEINZ 
Strained Foods 


make a soft diet interesting 
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Lastonet surgical stockings 

are made exactly to the patient’s 

own measurements, which ensures 

that every one is a perfect fit. 

The two-way stretch of the nylon 

or cotton elastic net gives firm, 

even support. The open weave provides 
excellent ventilation. And Lastonet 
stockings may, of course, be prescribed 


under the National Health Service. 


@me6 








LASTONET PRODUCTS LIMITED 
CARN BREA, REDRUTH, CORNWALL 
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SSS 


por sterling guality 
— Scottish Widows’ 


of COUtSe. 





THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
FUND 


Head Office : 
9 St. Andrew Square, Edinburgh, 2 
London Offices : 


28, Cornhill, B.C.3 17 Waterloo Place, $.W.1 
























































THE WELL-KNOWN ANTISEPTIC 


AGAINST 
GRAM-NEGATIVE ORGANISMS 


NIPA 
LABORATORIES 


LIMITED 
TREFOREST INDUSTRIAL ESTATE Wr. CARDIFF 


Tec TREFOREST 2118/9 





Sole Distributors for the United Kingdom 
P. SAMUELSON & CO 
1, CRUTCHED FRIARS, EONDON, E.C.3 
Telephone: ROYAL 2117/8 

































They build 
durability at 





Fort Dunlop 


at, DBR 


DUNLOP TUBELESS 


The tyre chosen by the 
majority of British car manu- 
facturers to give you more 
confident motoring 








with 
Science, 
Accuracy 


and 
Experience 


More niiles: extra tough- 
ness; longer life and 
complete reliability—that’s 
what they build into tyres at 
Fort Dunlop. The scientists, 
the engineers and the men 
on the production line are 
all experts because tyre 
building is an _ expert’s 
business, and they know 
more about tyre building at 
Fort Dunlop than anywhere 
else in the world. 








Atoms for accuracy. 

4tomic radiation operates this 
Beta Ray Gauge, which maintains 
a continuous check on rubber 
thickness and reveals the smallest 
deviation from specification. The 
thickness covering each layer of 
cord must be absolutely uniform 
and accurate within minute 
tolerances to produce true 
durability. 





built better to last longer! 


7H/ 123 
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**Ampins” in Emergency 


There is no doubt that “‘Ampins’’ are ideal emergency injections. 

They are complete sterile automatic injectors and their small 

size allows them to be carried around easily. No sterilisation 

of apparatus such as syringes and needles is required; they 

are ready for immediate use. Once the need for an injection 

is agreed the time required to carry it out 

with an “ Ampin "’ is reduced to a minimum. 

Furthermore it can be watched all the 
way in. 

To suit special needs the pack illustrated 
has been produced. This tin is fitted 
with special corrugations and holds six 

‘“Ampins’’. It is supplied sealed with 
adhesive tape to make it waterproof 
and dustproof. The whole pack is con- 
structed to withstand much more buffeting 
than it is likely to get. Each tin is clearly labelled 
and inside the lid are simple pictorial instructions for use. 













Where dangerous drugs are supplied in this form special tie-on 
tags are included for stating when and what injection has been given. 


Available_in this pack at present are: 


Morphine Sulphate B.P. gr. ' 


oF. ls All supplied in | ml. volume with subcutaneous needles. Size of tin 4} ins. x 3} ins. x Zin. 
* gr. 3/4 
Puseverseum gr. "/s 
Nikethamide B.P. 25% 


Cixson,Gortahdel td. oLpBuRY - BIRMINGHAM 





AND THE BUSY PRACTITIONER 


iON 





oN 
Vac SYD 
Shy, 









Increasing demands on the practitioner’s time make the 
rapid control of asthma a matter of primary importance. 


FELSOL has for years been relied upon by doctors in 








all parts of the world to which it has been intro- 
duced, for the immediate and prolonged relief it gives in 
BRONCHOSPASM. Easy to take, FELSOL gives full relief in perfect 


safety (even in cardiac cases) without morphia or other narcotics. 


* NON-CUMULATIVE 


* NO CONTRA-INDICATIONS 


Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212 ST. JOHN STREET, LONDON, E.C.!I 
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12 hours 
prophylaxis in 


bronchial asthma 
with a single dose 








FORMULA 

EPHEDRINE RESINATE 100 mg. (equivalent to 2gr. Ephed. HCI.) 
THEOPHYLLINE 65 mg., BROMVALETONE 150 mg., 
MEPHENESIN 50 mg. 





ionex-tabsx Average Basic N.H.S. cost of 12 hours prophylaxis—2d. 
( Pats. appld. for) : re . ’ 
$e controlled ionic exchange feeds ephedrine evenly and without interruption asmapaw’ is issued insafety containers of 30 tablets jays ORIGINAL 
into the blood stream providing 10-12 hours freedom from bronchospasm. which a young child cannot open. Bottles of 250 
CLINICAL PRODUCTS LTD. RICHMOND SURREY EPL 


Clinical samples, literature and case reports gladly sent on request. mest ARCH 














ST. ANDREW’S HOSPITAL fenrav bisorvens 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 


MEDICAL SUPERINTENDENT : THOMAS TENNENT, M. D., P.RO?P., DPE, DPE. 


This Registered Hospital is situated in 1 30 acres of park 9 and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. There is an Operating Theatre,a Dental Surgery, an X-ray Room, an Ultraviolet 
Apparatus, and a Department for Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, 
bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars anak to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early tréatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physic BERTHA M. MULES, M.D., 8.5 ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
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NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


Resident Med. Director Dr. R. M. RIGGALL, 
Mem. Brit. Psycho-Analytical Socy. 


Deep insulin coma unit, psychotherapy, etc. 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mentai and Nervous illness. 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 

DOUGLAS MACAULAY M.D.. D.P.M. 





ANNUAL SUBSCRIPTION : 





THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
£1 for first three years for newly qualified- entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including alevholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.E., M.B., CH.B. 


ST. GEORGE’S NURSING HOME 
61, ST. GEORGE’S SQUARE, WESTMINSTER, S.W.| 


For the treatment of Medical Emergencies and the Neuroses 


Apply Matron: Miss TERESA CLARK, S.R.N.  Tel.: TAT 3041/2 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. Ac dation for Alcoholics and Addicts 

available. ‘pecial Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

|. A. SMALL Telephone : 








Norwich 20080 


Apply to Dr. 
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NEUROSURGERY 

Guy’s-Maudsley mounenn al Unit. 
ee 

OBSTETRICS AND GYN ECOLOGY 

Charing Cross, W.C. eg. = 4 

King’s College a S.E. Reg 


North East Met. R.H.B. “k 9 
Hosp. Sr. Reg. 
Queen Charlotte’s & c *helse a ” Hosps. 
Sr. Reg. & Sr. H.O.’s 
Beverley. Westwood. Pre-reg. H.O. 
or Sr. H.O. ee 
Birmingham R. ‘H.B. Regs. oe 
Birmingham. St. Chad’s. Sr. H.O. .. 
Birmingham United Hosps. H.O. 
Bushey Maternity. Reg. ay a 
Copper. Kent & Canterbury. 
7 s6 24 os 
Colchester Group H.M.C. H.O. 
Kettering. St. Mary’s. Sr. H.O. 
Leeds R.H.B. P.-t. Cons. 
Lennoxtown, Stirlingshire. 
Castle Maty. Sr. H.O. ‘a 
Liverpool. Sefton Gen. H.O.’s 
Luton Maternity. H.O. én 
Manchester R.H.B. Reg. ica 
Manchester United Hosps. Reg. 
Nottingham. Highbury. Sr. H.O. .. 
Paisley & Dist. Hosps. B.O.M. H.O. 
Pontypridd & Rhondda H.M.C. Sr. 
H.O. & H.O ; 
Reading (¢ ‘ombined Hosps. H. 
R eri y & Sirhowy Valleys ti. M.C. 
1.0.’s 


Roc rniy Group of Hosps. 
H.¢ 


Lennox 


‘] re-reg. 


Roe int ord, Essex. Gen. Locum H.O. 
Romford. mae Coors. 2... 
Scotland. South-Eastern R.H.B. 


eg. . ee 

Stockport & Buxton H.M.C. H.O. - 

Swansea. Mount Pleasant. Sr. H.O. 

Welsh R.H.B. Regs. . ‘ 

Wolverhampton. New Cross. Sr. 
H.O af 

Wrexham. Trevalyn "Manor Maty. 

OPHTHALMOLOGY 

Queen Elizabeth Hosp. for Child., E.2. 
P.-t. Asst. wa 6 es 

Royal Free Hosp. Group. P.-t. Sr. 
Reg. . - 

St. Mary’s, W. ‘Sr. Reg. 

Maidstone. Ke nt County Ophthalmic 
& Aural. Sr. H.O. 

Middlesbrough. North Riding Infy. 
Locum Sr. H.O 

ae & Midland Eye Infy. 
Sr. H.O. ai es - -— 

Scotland. Eastern R.H.B. Sr. H.M.O. 

Wolverhampton & aon Counties 
Eye Infy. Sr. H.O 

Dublin. — Victoria Eye ‘& Rar. 
Clin. Asst. . 


ORTHOP ZDICS 

Royal National Orthopedic, W.1. 
Sr. Reg. oe ‘ ae 

Ashford, Middx. H.O. “is ae 

Beverley. Westwood. Locum Sr. 


H.O. or H.O. & H.O. ace 
Blackpool. Victoria. Pre- reg. Oo... 
Bournemouth. Royal Victoria. Sr. 

1.0. 


Brechin, Angus. “Stracathro. Sr. H.O. 
Brighton Gen. H.O. . ne 
Bury St. Edmunds. West “Suffolk 
Gen. H.O. or Sr. H. 
Glasgow. Victoria me . H.0. 
Grimsby Gen. Sr. H.O. , 
Hastings H.M.C. Locum Reg. 
Ipswich & East Suffolk. H.O. 
Ipswich & East Suffolk. Sr. H.O. 
Liverpool. Sefton Gen. Sr. H.O.’s 
Newcastle R.H.B. Reg. 
Romford. Oldchurch. H.¢ 
Southampton. Royal South’ Hants. 
H.O. 


Southend-on-Sea Ge n. " Locum Reg. 
Stockton- — Tees. Sedgefield Gen. 


Sr. H.¢ Oe ~~ 
Wakefie ia, Pinderfields Gen. Sr. 
H.O. & H.O An 


Watford. Peace Mem. H.O. 
Welsh R.H.B. Reg. 


PZDIATRICS 
Memorial/Brook Gen., 8.E.18. . oO. 
Queen Elizabeth Hosp. for Child., 
Sr. H.O. 
Carshalton. Quee n Mary’ 8 Hosp. for 
Child. Reg. . 
Derby. Derby shire Child’s. Sr. H»Q/ 
Durham H.M.C. Sr. H.0.&H.O. .. 
a Central Hosps. B.O.M. 
1.0.’8 ~~ . ~ 
Edinburgh. Royal eds for Sick 
Child. Sr. H.O. es 
Macclesfield. Sr. H.O. 
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Manchester. Royal Manchester 
Child’s. .O.’s + ‘a Be 
Mewesste. Walker Gate. Pre-reg. 


Ponty tr Rhondda H. MC. Sr. 
H.0. & H. Me 
Salford. Fg ‘sr. H.0. 
Southend-on-Sea Gen. 
Welsh R.H.B. Reg. .. 
PATHOLOGY 
Bethlem Royal & semen 8.E.5. 
Cons. .. ‘ 
Westminster, S.W.1. Reg. 
Birmingham R.H.B. Reg. é 
45 Derbyshire Royal Infy. Sr. 
Manc achester R.H.B. & United Hosps. 
leg. at i 
Ma an hester. W ithington. Sr. H.O.. 
Scotland. Western R.H.B. Regs. . 
Wolverhampton Group. Jr. H.M. 0. 
Northern Ireland Hosps. Auth. Cons. 
St. John’s, Newfoundland, Canada. 
Gen. Jr. Asst. & Interne oe 


PHYSICAL MEDICINE 
Middlesex, W.1. Sr. H.O. os 
No. 4 (Chelsea) Group H. M.C. P.-t. 


L ocum Reg. 


Reg. 
North West Met. R.H.B. Cons. 


PLASTIC SURGERY 
—es- Stoke Mandeville. Sr. 
.O. ad se wa ea 

Chepstow. St. Lawrence. Sr. H.O. .. 

Manchester R.H.B. Reg. 

PSYCHIATRY 

Child Guidance =a Centre 
N.W.1. Reg. & P.-t. 

North East Met. R.H. B. os London 
Hosp. Sr. Reg. 

Birmingham. Spebery Hill. Jr. 


Cambridge. Fulbourn. Sr. H.O. 
Coulsdon. Netherne. Sr. Reg. gt 
Glasgow. Stobhill Gen. Jr. H.M.O... 
Greenock, Ravenscraig. Jr. H.M.O. 
Hove. Lady Chichester. Jr. H.M.O. 
Leeds R.H.B. Sr. H.M.O. ie 
Liverpool. Sefton Gen. H.O.’s 7 
Montrose, Angus. Royal Mental. Jr. 
H.M.O oh au - as 
= West Met. R.H.B. P.-t. Sr. 
Seotiand. Northern R.H.B. Sr. 
M.¢ = — - 
Seotland. Western R.H.B. Sr. tee. 
agg R.H.B. Sr. Reg. 
Albans. Harperbury. Reg 
Taunton, au Vale Group” 'H.M.C, 
H.™ om , F 
we sIsh R. ti. B. Cons. .. 
West Malling. Ley bourne “Grange 
ot for Mental Defectives. Jr. 
I 
York. Naburn & Bootham Park. Jr. 
H.M.O. . 
U.S.A. Virginia. Physicians. 


RADIOLOGY 

King’s College Hosp., S.E.5, & South 
East Met. R.H.B. Sr. Reg... 

Bromley Group H.M.C. P.-t. “Locum 

Leeds R.H.B. 
Cons. or Sr. H.M.O 

Manchester R.H.B. Reg. , rv 

Scotland. South-Eastern R.H.B. 
Locum Cons. or Sr. H.M.O. be 

oo Western R.H.B. Sr. 


| St. Helens. Providence. P.-t. Hon. 


Asst. Cons. 


RADIOTHERAPY 
Middlesex, W.1. Sr. H.M.O. .. 
Manchester R.H.B. Regs. 


SURGERY 

Bolingbroke, S.W.11. H.¢ 7" 

Central Middlesex, N.W. 10. #08 

Fulham, W.6. H.O.,’s ° re 

Gordon 8.W.1. Reg. 

Hackney, E.9. Pre- -reg. “H.O.. 

King Edward Mem., W. Reg. 

Lambeth, S.E.11. 1.0. as “s 

Mildmay Mission, E.2. Pre-reg. H.O. 

National Temperance, N.W.1. Pre- 
reg. H.O.’s_ .. - - 

North East Met. R.H.B. Regs. 

North Middlesex, N.18. H.O.. 

South Lopdon Hosp. for Ww omen & 
Child., S.W.4. Reg.. 

South Western, 3.W.9.- Pre-reg. H.O. 

1% Caernarvon & Anglesey Gen. 

7 


Bedford Gen. Locum Reg. & & H. O.: 
Birmingham. Accident. H.O 

Birmingham. Dudley Road. *.023 
Birmingham. Little Bromwich. H.O. 
Birmingham R.H.B. Regs. .. a 


NONE OS ome 


SARS 


— eee eH eee a 


_- 
2 _ 


— 


Ore 


Nor 


P.-t Cons. & Locum 
anu 3 


——— 





ee ee ied [ tamelaal > ee 


Wowewn non 


Birmingham. St. Chad’s. H.O. ws 
Birmingham United Hosps. Reg. .. 
Blackburn & Dist. H.M.C. H.O.’s 
Bolton & Dist. H.M.C. H.O.’s 
Bolton Royal Infy. Sr. H.O... - 
Bournemouth. Royal Victoria. H.O. 
Brighton. New Sussex Raa for 
Women. Locum Sr. H.¢ 
Brighton. Royal Shaken Hosp. 
for Sick Child. H.O. 
Brighton. Royal Sussex ( ‘ounty. H.O. 
Cambridge. Addenbrooke’s .O. 
Carlisle. Cumberland Infy. Sr. H. 0. 
Carmarthen. West Wales Gen. Pre 
_ reg. H.O. * ae ‘6 
Carshalton. St. Helier. H.O.’s 
oF hester. Royal West Sussex. Sr. 
0. es ee 
Colchester Group H.M.C. H.O.’s_.. 
—- Noble’s Isle of Man. Pre- 
H.O 
Desheen H.M.C. Sr. H.O. & H.C 
Edinburgh Central Hosps. 3.0. M. 


0.8 oe es ‘ 
Edinburgh. Chalmers. Sr. H.O. ade 
Edinburgh. Royal aa for Sick 

Child. Sr. H.O. ‘a ae 
Enfield. Chase Farm. Pre-reg. H.O. 
Epsom Dist. Pre-reg. ). - 
Haverfordwest. Pe mbroke r ‘county 

War Mem. Pre-reg. H.( a 
Hemel Hempstead. West He rts. Pre- 

reg. S = 
Hereford Gen. Pre- reg. ‘H.O.. 
Hexham Gen. H.O.’s 
Huddersfield Royal Infy. H.O. 
Huntingdon County. H.O 
Ipswich & East Suffolk. ii. Oo. 
ee. West Middlesex. 

oe . 
Leicester Roy al Infy. "Reg. .. 
Liverpool. Sefton Gen. H.O.’s . 
Maidstone. West Kent Gen. Sr. H.O. 
Manchester R.H.B. Reg. a - 
Manchester. Royal isacheties 

Child’s. Sr. H.O. & H.O. .. «s 
Manchester. Withington. a H.O... 
Newmarket Gen. H.O. as 7 
North West Met. R.H.B. P.-t. Cons. 
Nottingham Gen. H.O.’s ‘ ee 
Oxford R.H.B. Reg. . ° 
Plymouth. South De yx “& East 

Cornwall. Pre-reg. H.O es 
Pontypridd & Rhondda H. M. C. H.0.’s 
Portsmouth Group H.M.C. ore 

0. ° 


Pre- “Tee. 


Reading. Battle. H.O. 
Rhymney & err Valleys “HLM. Cc. 
Sr. H.O. & H.O. 


Roc — & Dist. “a. M.C. Locum 
Re 

Roe hdale Group of Hosps. Pre- reg. 
H.¢ aa in 


mm. 2. F Victoria. H.O. 

Salisbury Gen. .O. és 

Scotland. Western R. A. ~o4 Regs. 

Sheffield R.H.B. P.-t. Con 

Shrewsbury. Royal Salon’ Infy. /Cop- 
thorne. H.O. 

Slough. Upton. Loc um Pr re-teg. H. 0. 

Southampton Gen. 

South East Met. R. i 3. Reg. 

Southport Gen. Infy. H.O.’s. > 

Stafford. Staffordshire Gen. Infy. 
Pre-reg. H.O - 

Stockport & Buxton ‘Hi. M. Cc. " H.0.’s 

Stoke-on-Trent. — Staffs ee 
Infy. Pre-reg. H.¢ 

Swindon & Dist. H. MG H.O. 

Watford. Peace Mem. Pre-reg. H. 0. 

Welsh R.H.B. Locum Cons. 

Welsh R.H.B. Regs. 

bet xy Bromwich & Dist. Gen. Pre- -reg. 


E 
Workington Infy. Pre- reg. "H.O. or 
-O. 
Wrexham. ’ Pre-reg. 
TEAM « are bs ne 
Wrexham. War Mem. Pre-reg. H.O. 
THORACIC SURGERY 
Brompton, 8.W.3. Reg. 
Sheffield. City Gen. Reg. 
Wakefield. Pinderfields Gen. H.O:. 
TROPICAL MEDICINE 
Bromsgrove. Hill Top. Ws o—- H. pa 
Liverpool. Sefton Gen. H.( 
UROLOGY 
a Northern ops of } ae. 
Sr 
GENERAL 
Canada, Royal Jubilee, vane. 
B.C. Rotating Interneship. . 
PUBLIC APPOINTMENTS 
GENERAL PRACTICE 
NON-MEDICAL 
MISCELLANEOUS 


Maelor Gen. 
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Academic and Educational 
UNIVERSITY OF BRISTOL 


DIPLOMA IN PUBLIC HEALTH—SESSION 1957-58 

A FULL-TIME COURSE of instruction covering 3 academic 
terms will commence in OCTOBER. 

The fee for the full Course is £66. 

Application forms may be obtained from The Department of 
Medical Postgraduate Studies, The University, Bristol, and 
should be lodged as soon as possible. 

SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 

The next Examination will begin on MONDAY, 18ST JULY, 1957. 
The following Examination will be held in December, 1957. 

For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 
ST. BARTHOLOMEW’S HOSPITAL, London, €E.C.1. 
15 MeV LINEAR ACCELERATOR KESEARCH UNIT-—FELLOW- 
SHIP. Applications are invited from registered medical practi- 
tioners, with experience in hematology and morbid histology, 
for a Fellowship of 2 years duration for work in connection with 
high voltage radiation. Salary £1500 p.a., plus superannuation. 

Applications, enclosing the names of 3 referees, should be sent 
to the Clerk to the Governors, within 28 days of the date of this 
advertisement. 
THE MEDICAL bee rg — ST. BARTHOLOMEW’S 
HOSPITAL, West Smithfield, Applications are invited for 
the post of JUNIOR LeCTU KER IN PHARMACOLOGY, 
tenable as from Ist August, 1957, or as soon after as possible. 
The salary is on a scale of £850-£50-£1050 together with a 
London allowance of £60, children’s allowance and membership 
of the F.S.8.U. The successful candidate will participate in the 
teaching of medical students and in the research work of the 





Department. 
Applications, which should be received not later than 5th 
July, 1957, should be addressed to the Dean of the Medical 


College, from whom further particulars may be obtained. 
THE UNIVERSITY OF LIVERPOOL. ‘Applications are 
invited for the post of ASSISTANT LECTURER in the Depart- 
ment of Physiology. The salary scale for a medically qualified 
candidate will be £900—£100-£1100 p.a. (initial salary £900 p.a.) ; 
the salary range for a non-medically qualified candidate will be 
£700-£€850 p.a. 

Applications, stating age, qualifications and experience, 
together with the names of 3 referees, should be received not 
later than 13th July, 1957, by the Registrar, from whom further 
particulars of the conditions of appointment may be obtained. 
UNIVERSITY OF | pene Applications are invited 
for o- following p 

LECTU RESHIP tN PATHOLOGY , Seale (c) or Scale 

2 LECTURESHIPS IN PATHOLOGY, Scale (b) or Scale ( 
Salaries on revised scales operating after Ist August, 19 
expected to be :— 

Scales (a) and (6) in range £900-£1900. 

Seale (c) £2050-£2456 
F.S.8S.U. and éhildren’s Dilectieine: 

Particulars from the Secretary, The University, Aberdeen, 

with whom applications (8 copies) should be lodged not later 
than llth July, 1957. Applicants outside the British Isles may 
submit 1 copy. 
UNIVERSITY OF EDINBURGH. Department of Patho- 
LoGY. Applications are invited for the post of LECTURER 
in the Department of Pathology. The present salary scale, 
which will be revised at Ist August, 1957, is £700-£100-£1100 
p.a., with superannuation benefit and family allowance where 
applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications giving the names of 2 referees, should 
be lodged not later than 15th July, 1957. 

CHARLES H. STEWART, Secretary to the University. 

June, 1957. 

UNIVERSITY CF EDINBURGH. Department of Surgical 
SCIENCE. Applications are invited from graduates in medicine 
holding a higher surgical qualification for the post of LEC- 
TURER (whole-time) in the Department of Surgical Science. 
The present salary scale, which will be revised at Ist August, 
1957, is £1200-£100-£1600 p.a., with superannuation benefit 
and family allowance where applicable. The Lecturer will be 
expected to devote a substantial part of his time to research in 
the Wilkie Laboratory, and his duties will also include teaching 
with clinical practice in the Royal Infirmary of Edinburgh. 
The Regional Board will grant the honorary status of Senior 
Registrar. 

Further particulars may be obtained from the undersigned with 
whom applications giving the names of 2 referees, should be 
lodged not later than 3rd July, 1957. 

CHARLES H. STEWART, Secretary to the University. 

June, 1957. 

UNIVERSITY OF GLASGOW. Applications are invited 
for a LECTURESHIP IN BACTERIOLOGY. Salary according 
to placement on University scale for clinical teachers. The 





(b). 
a). 
57, 


final maximum is £1750 p.a. F.S.S.U. and family allowance 
benefits. 
Applications (12 copies) should be lodged, not later than 


3ist July, 1957, with the undersigned, from whom further 
particulars may be obtained. 
Rost. T. HUTCHESON, Secretary of University Court. 

THE SHUTE INSTITUTE, London, Ontario, Canada. 
A Clinic specialising in cardiovasc ular disease, obstetrics and 
gynecology. Applications are invited for a post in Cardiology, 
commencing at once. Higher qualifications desirable but not 
essential. The appointment will be for 1 year in the first instance. 
Salary $9000 for the first year, with subsequent review. 

Applications, accompanied by photograph, stating age, qualifi- 
cations, nationality, should be forwarded to the Medical Director 
of the Shute Institute, London, Canada. 





UNIVERSITY OF SASKATCHEWAN, Canada. Depart- 
MENT OF SURGERY. Required, RESEARCH FELLOW to work 
in the Surgical Research Laboratories. Appointment for 1 
year or longer if desired. Candidates should have had at least 
1 years postgraduate training. The successful candidate may 
apply to join the Resident Staff of the University Hospital in the 
year following his research appointment. This appointment is 
recognised for training for the Fellowship of the Royal College 
of Surgeons of Canada. Salary $2400—$3600 p.a. according to 
experience. 

Vrite Professor of Surgery, 
Saskatchewan, Canada. 
UNIVERSITY COLLEGE OF THE WEST INDIES. 
Applications are invited for LECTURESHIP IN SURGERY. 

Salary scale £1100—£100-£1500-—£100-£1900 p.a. Entry point 
determined by qualifications and experience. Child allowance. 
F.S.8.U. Unfurnished accommodation if available at 5% of 
basic salary or allowance in lieu. Passages for up to 5 persons 
on appointment, normal termination and study leave (once 
every 3 years). Duties to be assumed by Ist September, 1957, 
or as soon as possible thereafter. 

Detaile d applications (10 copies), naming 3 referees, by 22nd 
July, 1957, to Secretary, Senate Committee on Colleges Overseas 
in Special Relation, University of London, Senate House, 
London, W.C.1, from whom further particulars may be obtained. 


Hospital Services : Senior Appointments 


BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL, S.E.5. The Board of Governors invite applications 
for the post of Whole-time CONSULTANT PATHOLOGIST. 
Vacancy arises from the upgrading of a Senior Hospital Medical 
Officer post, the holder of which will be a candidate for the 
higher position. 

Applications (10 copies), giving curric i vitae and the 
names of 3 referees, should be sent to K JOHNSON, House 
Governor and Secretary, The Bethlem Royal Hospital and the 
Maudsley Hospital, Denmark-hill S.E.5, not later than 20th 
July, 1957. A 
MIDDLESEX HOSPITAL, W.1. Applications invited for 
the post of ASSISTANT in the Department of Radiotherapy 
with salary on the scale £1653 15s.-£2126 5s 


University Hospital, Saskatoon, 











Further particulars obtainable from the Deputy Super- 
intendent, to whom applications should be sent, naming 2 
referees, by 6th July. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) ASSISTANT CHILD PSYCHIATRIST (Senior Hospital 
Medical Officer grade), 2 half-days a week (1 day), Hertfordshire 
Child Guidance Service. Candidates may visit by appointment 
with the Medical Director, Child Guidance Glinic, Hill End, 
St. Albans. 

Applications before 22nd July, 1957. 

(2) CONSULTANT SURGEON, Northwood, 
— Hospital, Northwood, Middlesex (36 Beds), 
a week 

Applications before 29th guy. 1957. 

(3) CONSULTANT PH CIAN in 

(whole-time), Edgware nae, Hospital, 


Pinner and 
1 half-day 


Medicine 


Physical 
Middlesex 


Edgware, 


(638 Beds), for 9 half-days a week, and National Temperance 
Hospital, Hampstead-road, N.W.1 (158 Beds), for 2 half-days 
a week 


Applications before 31st July, 1957. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, North West Metropolitan Regional Hospital Board, 114, 
Portland- -place, W.1. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
BERNHARD BARON MEMORIAL RESEARCH LABORATORIES, QUEEN 
CHARLOTTE’S MATERNITY HOSPITAL. Applications are invited for 
a BIOCHEMIST to be responsible for the routine chemical 
pathology of the hospital and to initiate and undertake a pro- 
gramme of research. The position is open to medical (up to and 
including Consultant grade) or non-medical (up to and including 
top grade Biochemist) applicants and further information may 
be obtained from the Director of the Laboratories. 

Applications, giving details of age, qualifications and experi- 

ence, with the names of 3 referees, should be sent to the House 
Governor, 339, Goldhawk-road, London, W.6, by Ist August, 
1957. 
BROMLEY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Locum RADIOLOGIST (Senior Registrar grade or 
above) required for 6 daily sessions a week from 22nd July to 
10th August. 

Apply Group Secretary, Farnborough Hospital, Kent. 

CHELMSFORD, ESSEX. BROOMFIELD HOSPITAL. 
Required, experienced Locum Tenens SENIOR HOSPITAL 
MEDICAL OFFICER for long period, full residence or only when 
on duty. Unit has 312 Beds for the treatment of pulmonary 
tuberculosis in adults. Tuberculous and non-tuberculous 
thoracic surgery, chest clinics, and mass radiography. 
__Apply Physician-Superintendent. 
MANCHESTER REGIONAL HOSPITAL BOARD. Whole- 
time Locum ANASSTHETIST (Senior Hospital Medical Officer) 
required for the Rochdale Group of a. Resident or non- 
resident. Salary £34 14s. 6d. per w 

Apply et once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. _ ST re art. 
LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
Locum RADIOLOGIST (Consultant or Senior Hospital Medical 
Officer). Duties mainly at Scarborough Group of hospitals. The 
appointment would be for an initial period of 3 months subject 
to further extension. 

Applications, stating age, qualifications, and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
as possible. 
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LEEDS REGIONAL HOSPITAL BOARD. 

Part-time CONSULTANT in Obstetrics and Gynmcology (7 
notional half-days per week) for duties at hospitals in the East 
Riding of Yorkshire (mainly at Beverley and Driffield). The 
person appointed to reside in Beverley. 

Maximum Part-time CONSULTANT in Radiology for duties 
at hospita's in Scarborough, Bridlington, and Malton. The 
person appointed to reside in Scarborough. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale) for duties at Clifton Hospital. York (1112 
Beds), and associated clinics at Harrogate, York, and Scar- 
borough. The person appointed may also have duties at Clay- 
penny Hospital for Mental Defectives (1 session per week). 
Small flat available. 

Applications (12 copies), stating age, qualifications, and details 

of present and previous appointments with dates, and names and 
addresses of 3 refe rees, to the Secretary, Park-parade, Harrogate, 
by 9th August. 1957. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the whole-time post of 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
—— rete), at Craig Dunain Hospital, Inverness. House 
avallabie, 

Forms of application and further particulars may be obtained 
from the undersigned with whom applications should be lodged 
by 12th July, 1957. . M. FRASER, M.D., 

Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Locum Tenens RADIOLOGIST (Consultant or 
Senior Hospital Medical Officer), whole- or part-time, for duty 
in hospitals in Fife for the month of August. 

Apply, giving qualifications and the names of 2 referees, to the 
, a 11, Drumsheugh-gardens, Edinburgh, 3, by 29th 

une. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Ophthalmology. PERTH ARFA. Applications are invited 
for the post of ASSISTANT OPHTHALMOLOGIST in the 
area covered by the County and City of Perth General Hospitals 
Group (main hospitals-—Perth Royal Infirmary, 272 Beds, and 
Bridge of Earn Hospital), 806 Beds), including Local Authority 
Clinics in Perth and Perthshire. The appointment will be on a 
whole-time or maximum part-time basis in the option of the 
successful candidate. Salary (whole-time) £1653 15s.-£52 10s.- 
£2126 5s. p.a. 

Forms of application and further particulars from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 13th July, 1957. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

CONSULTANT E.N.T. SURGEON at the Western Infirmary, 
Glasgow. The appointment wil) be part-time on the basis of 9 
sessions per week. 

Whole-time ASSISTANT RADIOLOGIST at the Western 
Infirmary, Glasgow. Salary (at age 32 and over) on the scale 
£1653 15s.-£52 10s.-£2126 5s. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Con- 
SULTANT GENERAL SURGEON (maximum part-time) 
required for hospitals in the Boston Area. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
ee Sheffield, 10. Forms to be returned by 13th July, 
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ST. HELENS. PROVIDENCE HOSPITAL. Applications 
invited for the post of HONORARY ASSISTANT CON- 
SULTANT RADIOLOGIST at above Hospital. The Hospital 
has 125 Beds and an puseeitente Department and the appoint- 
ment will be for 2 notional half-days per week. 

Applications, giving full details of qualifications and experi- 
ence and names and addresses of 2 referees, should be forwarded 
to undersigned not later than 29th June, 1957. 

WriuiaM I. Livesey, Honorary Secretary. 

Providence Hospital, St. Helens. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
CONSULTANT PSYCHIATRIST, North Wales Hospital, 
Denbigh (1512 Beds, admission-rate over 1100). Applicants 
must have had wide experience in psychiatry, hold the D.P.M. 
and, preferably, a higher qualification in medicine ; should be 
competent to take full clinical responsibility in this Hospital, 
and to participate in the Domiciliary Consultant Service in the 
5 North Wales Counties and in the outpatient clinics held in the 
major general hospitals in the area. Non-resident. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 
trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT (general surgery) required 
Barry Accident Hospital, 26th August-23rd September, 1957. 
Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


U.S.A. VIRGINIA. Progressive State mental hospital 
in Virginia, 4600 Beds, expanding staff, invites applications for 
PHYSICIANS at all levels, psychiatric ‘experience desirable but 
not necessary. Salary from $8040 (approximately £2750). All 
modern methods of treatments. Opportunities for research. 
Good retirement plan. 

Apply to JuuL C. NIELSEN, M.D., Superintendent, sending full 
résumé in first letter to Box 271, Petersburg, Virginia, U.S.A. 
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NORTHERN IRELAND HOSPITALS AUTHORITY. 
Apps ations are invited for a whole-time post as CONSULTANT 
CLINICAL PATHOLOGIST whose headquarters will be at the 
laboratory at Tyrone County Hospital, Omagh. The successful 
applicant will also take charge of the laboratory at Fermanagh 
Connty Hospital, Enniskillen, and will be responsible for pro- 
viding a pathological service to hospitals and general practi- 
tioners in the Tyrone and Fermanagh area. The terms and 
conditions of the appointment will be in accordance with the 
Authority’s application to Northern Ireland of the Spens report. 

Application to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned so 
as to be received not later than 6th July, 1957. 


Hospital Services : Junior Appointments 


ACTON HOSPITAL, Gunnersbury-lane, W.3. Senior 
HOUSE OFFICER (casualty) required for 1 year from 28th 
June, 1957. Resident post. 

Applications to Hospital Secretary within 7 days. _ 
BOLINGBROKE HOSPITAL, Wandsworth Common, 
S.W.1l. HOUSE SURGEON (resident), vacant 24th July, 
1957. Open to registered practitioners and pre-registration 
candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 

monials. 
BROMPTON HOSPITAL, S.W. 3. Applications invited 
for post of SURGICAL REGISTRAR (whole-time). The 
appointment is for 1 year with Rs tor reappointment. 
Candidates must hold the Diploma of F.R-C 

Applications, stating age, qualifications with “dates, nationality 
and appointments held, together with copies of testimonials, by 
6th July, 1957, to KENNETH A. F. MILes, House Governor. 
BROMPTON HOSPITAL, S.W.3. Applications invited 
for post of NON- RESIDENT HOUSE PHYSICIAN for 9 
months from Ist September, 1957. Duties include work in Out- 
patient Depurtment, wards, iy og and E.N.T. Departments. 
Salary at the rate of £577 . Fo 

Applications, stating age, quali fications with dates, nationality, 
and appointments held, together with copies of testimonials, 
by 6th July, 1957, to— 

KENNETH A. F. MILES, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (resident ) required in Anesthetics 
Department. Whole-time appointment for 6 months. Renewable. 
Post now vacant. Previous experience in aneesthesia essential. 
Post recognised for the D.A. and F.F.A.R.C.S. 

Applications, with copies of 2 testimonials or names of 2 
referees, to Medica) Director by 29th June. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICERS required in Surgical Depart- 
ment. Posts vacant August, 1957. 

Applications, with 2 testimonials, to Medical Director by 
29th June. . ' : sci 2 A! eal 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (post-registration) required in 
Gastroenterological Department. Appointment from Ist 
August, 1957. 

Applications, with 2 testimonials, to Medical Director by 
7 Slee ged gh ate Bae aie eis ae 
CHARING CROSS HOSPITAL, W.C.2. Full-time Resident 
GYNZCOLOGICAL AND OBSTETRIC REGISTRAR. Grade : 
Registrar. To commence as soon as possible for 1 year in the 
first instance, with eligibility for re-election. 

Application forms from the undersigned to be completed and 
returned by 8th July, 1957. 

FRANK Hart. Secretary to the Board. _ 

ae 4 (CHELSEA) GROUP HOSPITAL MANAGEMENT 

MMITTER. Applications are invited for the post of Part-time 

REGISTRAR in Department of Physical yi0= for Amy! on a 
2-sessional basis at the Centre for Spastic Children, 8.W.3. 

Application forms from the Group Ramee st Luke’s 
Hospital, Sydney-street, London, S8.W.3. 

CHILD GUIDANCE hie -~y> = sage dhe me o: pt pone 
street, London, N.W.1. The following vacan will occur on 
Ist October, 1957, for PSYCHIATRIC REGISTRARS in 

















training. 


1 full-time post. 

1 part-time post (5 sessions per week). 

Whitley Council conditions and salary. Preference given to 
applicants intending to specialise in child guidance. Previous 
psychiatric experience essential. Appointments for 1 year in 
first instance, renewable for 1 additional year. Clinic may be 
visited by direct appointment. 

Application uae | obtainable from, and returnable to, the 
Group Secretary, Paddington Group Hospital Management 
Committee, Harrow-road, W.9, by 3rd July, 1957. 
CONNAUGHT HOSPITAL, Waithamstow, E.17. ~ (118 

Beds. ) rae ications fee inv ited for the post of SECOND 
CASUA OFFICER with duties in the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
gra ade). Recognised for F. _ S. Salary £819 10s. p.a., less 
150 p.a. for board, lodging. 

Apementieae, with full Gotalis and copies of 2 recent -testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Gronp, Langthorne-road, E.11. 





i ggg HOSPITAL, St. Dunstan’s-road, Hammer- 
smith 
HOUSE ’ SURGEON (2 vacancies). Provisionally registere 
candidates eligible. Appointments recognised for F.R. on 
HOUSE PHYSICIAN (3 vacancies). Provisionally registe tered 
candidates eligible. 
Appointments commence ist August, 1957, are resident, and 
are limited to 6 months. 
a lications by 5th j uly, 1957, on forms obtainable from the 
Hospital Secretary. (L.40.) 
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GORDON HOSPITAL, Vauxhall Bridge-road, S.W.1. 
WESTMINSTER HOSPITAL TEACHING GROUP. Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Registrar grade) for 1 year in the first instance, starting early in 
August. 

Applications (3 copies), with the names of 2 referees, should 
be sent to the Secretary, the Gordon Hospital, within 1 week of 
the appearance of this advertisement. bis 
GUYS-MAUDSLEY NEUROSURGICAL UNIT. Appli- 
cations are invited for the post of REGISTRAR for 1 year, 
commencing Ist October, 1957. The unit, which is honsed in 
the Maudsley Hospital, serves Guy’s Hospital, and the Bethlem 
Royal Hospital and the Maudsley Hospital. 

Applications should be made before 15th July, 1957, to K. J. 
JOHNSON, House Governor and Secretary, Maudsley Hospital, 
Denmark-hill, S.E.5. 

HACKNEY HOSPITAL, London, €E.9. (General—841 
Beds.) Applications for the 6-months resident ae 
from ist August, of pre-registration HOUSE SURG 
(recognised for F.R.C.S.) should reach the Secretary, ped 
address, by 8th July, quoting HH/PHS. 

KINQG’S COLLEGE HOSPITAL, Denmark-hill, 
Applications are invited for the post 
Obstetrics and Gynecology. The appointment will be from 
Ist October, 1957, to 30th September, 1958, for 1 year in the 
first instance, but will be subject to reappointment. 

Applications, stating age, education, qualifications and 
experience, with the names of 2 referees, should be sent to the 
undersigned by 6th 7 1957. 

S. W. BARNES, House Governor. 

KINQ’S COLLEGE HOSPITAL BOARD OF G@OV- 
ERNORS, Denmark-hill, S.E.5, AND THE SOUTH EAST METRO- 
POLITAN REGIONAL HOSPITAL BOARD. . 
for the appointment of SENIOR REGISTRAR in Radiology 
(diagnostic), to be made jointly by the bodies concerned, the post 
to be held at King’s College Hospital and in the Woolwich 
Hospital Group. Applicants should hold a higher qualification 
in radiology. The successful candidate will be expected to spend 
part of his time in the Regional Board Hospital on an exchange 
basis. The appointment, which is renewable annually, will be 
tenable for a 4-year period, commencing Ist October, 1957, but 
it is hoped that the successful applicant will take up his duties on 
Ist July, 1957. 

Applications stating age, education, and qualifications and 
experience, and giving the names of 2 referees, should be sent to 
the undersigned not later than 6th July, 1957. 

S. W. BARNES, House Governor. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (Resident Surgical Officer), vacant now. Experi- 
ence in general surgery essential and holding of F.R.C.S. an 
advantage. Post recognised for F.R.C.S. examination. 

Application forms obtainable from, and returnable to, Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee, West Middlesex Hospital, Isleworth, by 2nd July. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. 
SENIOR HOUSE OFFICER required 17th July at King Edward 
Memorial Hospital, for duty in Casualty and Fracture Depart- 
ments. Recognised for 6 months casualty work for F.R.C.S. 
examinations. Resident at Clayponds Wing, South Ealing, and 
responsible for beds there. 

Applications, stating age, nationality, qualifications and 

experience with dates, to Group Secretary, South West Middlesex 
Hospital Management Committee, West Middlesex Hospital, 
Isleworth, by 2nd July. 
LAMBETH HOSPITAL, Brook-drive, 8&.&.11. Appli- 
cations are invited from pre-registration and registered medical 
practitioners for the post of RESIDENT HOUSE SURGEON, 
vacant on 23rd July, 1957. The successful candidate will be 
required to carry out a fortnight’s Locum duty commencing 
9th July, 1957. Recognised for the F.R.C.S 

Application forms from the acting Physician- -Superintendent. 





S.E.5. 
of REGISTRAR in 


MEMORIAL/BROOK GENERAL HOSPITAL, Shooters 
Hill, Woolwich, S.E.18. HOUSE PHYSICIAN (pediatrics 
and infectious diseases), vacant mid-July. Not pre-registration. 
The post is recognised for D.C.H. and entails routine ward and 
outpatient work, including experience in the modern Infectious 
Diseases Unit and with neonates. 

Woolwich, 


inply to Group Secretary, Memorial Hospital, 
S.E.18 


MIDDLESEX HOSPITAL, W.1. Applications invited for 
non-resident post of SENIOR HOUSE oF FICER in the Depart- 
ment of Physical Medicine and Rheumatism. 

Rules and pa forms obtainable from Deputy Super- 
intendent should be returned, naming 2 referees, by 6th July. 
MILDMAY MISSION HOSPITAL, Austin-street, London, 
E.2. Apetentions are invited for the pre-registration post of 
RESIDE HOUSE PHYSICIAN AND CASUALTY 
OFFICER, vacant on 15th ger: 1957. Candidates should be in 
sympathy with the evangelical Christian aims of the Hospital. 

Applications and references to be addressed to the Medical 

Superintendent as soon as possible. 
MiILDOMAY MISSION HOSPITAL, Austin-street, London, 
E.2. Applications are invited for the pre-registration post of 
RESIDENT HOUSE SURGEON (post recognised for F.R.C.S.), 
vacant on 15th July, 1957. Candidates should be in sympathy 
with the evangelical Christian aims of the Hospital. 

Applications and references to be addressed to the Medical 

Superintendent as soon as possible. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
RESIDENT HOUSE SURGEON (general surgery), pre- or 
post-registration, required 44 6 months. Post recognised for 
F.R.C.S. Vacant Ist Augus 

Applications, stating age, _ ee qualifications. experi- 
~—.. ro of recent testimonials, to Secretary of Hospital, 
»y 3rd July. 


Applications are invited 4 





NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND THE BOARD OF GOVERNORS OF LONDON HOS- 
PITAL. SENIOR REGISTRAR in Psychiatry under Joint 
Training Scheme. Appointment at Claybury Hospital, Woodford 
Bridge, Essex (resident or non-resident), for 2 years and sub- 
sequently 1 year at St. Clement’s Hospital, Psychiatric Unit, 
and 1 year at the London Hospital. Appointment subject to 
annual review. 

Application forms from Secretary, 
Regional Hospital Board, lla, 
returned by 6th July. 

NORTH EAST wo aa yin ge REGIt*C NAL HOS- 
PITAL BOARD AND BOARD OF GOVERNORS OF LO::r')N HOSPITAL. 
SENIOR REGISTRAR in Obstetrics and Gynecology under 
Joint Training Scheme. Appointment initially at Rochford 
General Hospital, Rochford, Essex (resident or furnished: or 
unfurnished accommodation available), and after 18 months to 
2 years at the London Hospital. Appointment subject to annual 


review 
Application forms from Secretary, North East Metropolitan 
Portland- -place, W.1, to be 


Regional Hospital Board, 114, 
returned by 6th July. 
La paduladl ast METROPOLITAN REGIONAL HOS- 
PITAL B 

SURG nAL REGISTRAR (resident or non-resident, sleeping 
in on duty nies? } am End Hospital, Bancroft- road, E.1. 
Recognised for F.R.¢ 

SURGICAL REG HISTRAR (resident, or non-resident near 
ey x We St. Andrew’s Hospital, Billericay, Essex. Recognised 

Ss. 


ANAESTHETIC REGISTRAR Oldchurch Hos- 
pital, Romford, Essex. Some duties in the 
Neurosurgical Theatre. 

ANAESTHETIC REGISTRAR (resident), 
oe = India Dock-road, E.14. 

MEDIC AL REGISTRAR (resident or non-resident), Hackney 
Hospital, Homerton High-street, London, E.9. 

MEDICAL REGISTRAR (non- -resident), Chase Farm Hos- 
— Enfield, Middlesex. Clinical research = a 

Appointments subject to review after 1 y 

Application forms from Secretary, lla, *Portland- -place, W.1, 

to be returned by 6th July. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners for 
the appointment of ANASSTHETIC REGISTRAR (resident). 
This post carries the grade of Registrar. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 3rd July, 1957. 

H. Ewart MITCHELL, 
Secretary to the Beard of Governors. 
The National Hospitals for Nervous Diseases, 
ueen-square, London, 

NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (General Hospital of nA Beds. ) Applications are 
invited to fill the undermentioned p: 

a yt a OFFICER. (Senior House Officer), 


North East Metropolitan 
Portland-place, W.1, to be 


(resident), 
Recognised for D.A. 


Poplar Hospital, 
Recognised for D.A. and 








vacdnt 18th August 

1 HOUSE “PHYSICIAN (general), pre-registration post, 
vacant 30th 

2 HOUSE SURGEONS (general), pre-registration posts’: 


1 vacant 14th August ; 1 vacant 21st September. 

Applications by post-registration candidates will also be 
considered. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, to be 
forwarded to Hospital Secretary by 2nd July. 

PLAISTOW HOSPITAL, Samson-street, London, E.13. 
Aoptections are invited for appointment of SENIOR HOUSE 
OFFICER (resident) to the Chest Unit and Infectious Diseases 
Unit at the above Hospital for 12 months commencing early 
July: 1957. vious experience in diseases of the chest is 

rable ; excellent experience is afforded in the investigation 
of chest and infectious diseases cases and there are good facilities 
for postgraduate study for the M.R.C.P. examination. 

Applications, with copies of recent testimonials, to M. J. 
HunNTLEY, Group Secretary, West Ham Group Hos ial ® Manage- 
ment Committee, Stratford, London, E.15, by 26th June, 1987. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN 
MANAGEMENT a, Byte E.2, Shadwell, E.1, 
and BANSTEAD WOOD, pplications are invited for the 
appointment of RESIDENT Mi ICAL OFFICER (Male or 
Female) graded Senior House Officer, at Shadwell, E.1, to become 
vacant list September, 1957. Candidates must have had 
experience in the treatment of sick children. The appointment 
will be for 1 year. 

he emg | forms may be obtained from the Secretary at 
Hackney-road, and should be returned, with copies of not more 
than 3 testimonials, not later than ist J uly, 1957. 
QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 
Hackney-road, E.2. OPHTHALMIC ASSISTANT required. 
Attendance required on Thursday mornings. Salary £175 p.a. 

Applications, with copies of available testimonials, to Group 

Secretary. 2 . 
QUEEN CHARLOTTE’S AND. CHELSEA HOSPITALS. 
QUEEN CHARLOTTER’S MATERNITY HOSPITAL. JUNIOR OBSTET- 
RIC OFFICER (Senior House Officer), resident posts tenable for 
6 months from Ist October, 1957 

Applications to the House Governor by 6th July, 1957, on 
forms obtainable from 339, Goldhawk-road, London, W.6. 








QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
ANZ STHETIST (Senior House Officer), resident post tenable 
for 6 months from ist October, 1957, in the first instance, for 
7. Cy both hospitals. Post recognised for the purpose of the 
..F.A.R.C.S. 

Applications to the House Governor by 6th July, 1957, on 
forms obtainable from 339, Goldhawk-road, London, W.6. 
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QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL, Goldhawk-road, 
London, W.6. Applications are invited from candidates holding 
the M.R.C.O.G. for the whole-time post of RESIDENT 
OBSTETRICIAN (Senior Registrar grade) at Queen Charlotte's 
Maternity Hospital, tenable from ist September, 1957. The 
successful applicant will be Tutor in Obstetrics in the Institute 
of Obstetrics and Gyneecology of the University of London and 
may be afforded an opportunity to undertake some work at 
Chelsea Hospital for Women. 

Applications, stating age, qualifications with dates and 
previous appointments, together with the names of 3 referees, 
should be sent to the House Governor, 339, Goldhawk-road, 
London, W.6, not later than 6th July, 1957. 

QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. HOUSE PHYSICIAN (pre-registration) 
required for 6 months commencing 2nd July, 1957. 

Applications, with copies of recent testimonials, to Hospital 

Secretary by 26th June, 1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from suitably qualified medical practitioners for the post 
of Part-time SENIOR REGISTRAR (6 sessions per week) in 
the Ophthalmic Departments of the Royal Free Hospital. The 
SS. is for 1 year in the first instance. 

‘formal application should be made, giving the names of 3 
referees, to the Secretary to the Board of Governors, Royal Free 
Hospital, Gray’s Inn-road, W.C.1, not later than 8th July, 1957. 
ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234, 
Great Portland-street, London, W.1. Applications are invited 
for the appointment of SENIOR ORTHOPEDIC REGISTRAR 
(full-time), non-resident. Applicants must be Fellows of 1 of 
the Royal Colleges of Surgeons. During the tenure of office 1 
year may be spent at the Luton and Dunstable Hospital and 6 
months at The Hospital for Sick Children, Great Ormond-street. 

Applications to be received not later than 6th July. Forms 

of application from the House Governor, 234, Great Portland- 
street, London, W.1. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved trainee establishment at the Bermondsey and 
Southwark Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1. not later than 6th July, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments as 
Whole-time REGISTRARS in Anesthetics to fill vacancies in 
the approved trainee establishment at the following Groups of 
hospitals respectively :— 

(1) Bermondsey and Southwark. 

(2) Greenwich and Deptford. 

The appointments will be in accordance with the terms and 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
ae South East Metropolitan Regional Hospital Board, 

, Portland-place, London, W.1, not later than 6th July, 1957. 
South LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, London, 8.W.4. SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited from registered Women medical practitioners for the post 
of Full-time SURGICAL REGISTRAR (recognised for the 
F.R.C.S.). Resident or non-resident (if living near the Hospital). 
Vacant shortly. The appointment is normally for 2 years but 
subject to review at the end of first year. Canvassing will dis- 
qualify, but candidates are not precluded from visiting the 
Hospital if they so desire. 

Forms of application from the Secretary, Lambeth Group 
Hospital Management Committee, 
whom —— applications should be returned not later than 
13th July, 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Women medical practi- 
tioners for the post of HOUSE PHYSICIAN, vacant 13th 
September, 1957, for a period of 6 months. 

orms of application from the Secretary. 

SOUTH WESTERN HOSPITAL, Landor-road, S.W.9. 
LAMBETH GROUP HOSPITAL MANAGEMENT COMMITTEE. Appli- 
cations are invited from Women candidates for the post of 
HOUSE SURGEON (pre-registration) at the above Hospital. 
Duties include general surgery and the successful applicant will 
also be required to provide relief for leave of the House Surgeon 
at the Annie McCall Maternity Hospital. 

Application forms from the Hospital Secretary to be returned 

not later than 13th July, 1957. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited for the appointment of RESIDENT HOUSE 
PHYSICIAN (Senior House Officer) to above Hospital for 
duty in the Chest Department with other ge neral duties for a 
period of 6 months from 25th August, 1957. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
13th July, 1957. “ 

ST. LEONARD'S HOSPITAL, Nuttall-street, Londo 
Applications are invited for the post of CASU ALTY OBFICER 
(Senior House Officer) for 1 year. 

Applications, with 2 recent testimonials, to the Hospital 

Secretary by 29th June, 1957. 
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ST. MARY’S HOSPITAL, W.2. Ophthalmic Department. 
w.i. 


WESTERN OPHTHALMIC HOSPITAL, Marylebone-road, N. 
Applications are invited for the post of Whole-time SENIOR 
REGISTRAR (non-resident). Candidates must have post- 
graduate experience and should hold, or be studying for, the 
*.R.C.S. The successful candidate will be expected to take up 
his duties as soon as possible. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, should 
reach ALAN PowpitTcH, House Governor, St. Mary’s Hospital, 
not later than 12th July, 1957. 

ST. THOMAS’S HOSPITAL, London, 8.E.1. Senior 

REGISTRAR to the Department of Anesthetics, whole-time 

a, period of 1 year in the first instance from lst September. 
oi. 

Applications, naming 2 referees, to the Clerk of the Governor 

by 28th June, 1957. 
UNIVERSITY COLLEGE HOSPITAL, 
W.C.1. Applications are invited for the post of REGISTRAR in 
the E.N ‘.T. Department for 1 year from Ist September, 1957. 
The post will be graded Registrar or Senior House Officer 
according to experience. 

Applications, with names of 
Secretary by 5th July, 1957. 
WEST HAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE, Stratford, E.15. ANZSTHETIST (Resident Senior 
House Officer grade) for 12 months*commencing 11th August. 
1957. 6 months at Queen Mary’s Hospital for the East End 
and 6 months at East Ham Memorial Hospital. Combined post 
recognised for D.A. and F.F.A.R.C.S. 

Applications, with names of 3 referees, to Group Secretary, 

West Ham Group Hospital Management Committee, Stratford, 
E.15, by 5th July, 1957. 
WESTMINSTER HOSPITAL, St. John’s-gardens, 8.W.1. 
Applications invited for post of REGISTRAR to Chemical 
Pathology -” jupeeaamaaaa for 1 year in first instance from Ist 
October, 1957 

Applications (5 ~~ om with names of 2 referees, to House 

Governor by 6th July. 
WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for SENIOR RESIDENT AND 
CASUALTY OFFICER (Registrar grade) for 1 year in first 
instance from Ist October, 1957. Board-residence £150 p.a. 

Applications (9 copies), with names of 2 referees, to House 
Governor by 6th July. 

WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited for the post of Pre-registration HOUSE PHYSICIAN 
(general medicine) which becomes vacant 17th July, 1957. 

Application forms from the Hospital Secretary, to be returned 

by Ist July, 1957. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE SURGEON for Traumatic and 
Orthopedic Unit. 6 months appointment, suitable for pre- 
registration candidate. 

Applications, stating age, qualifications and experience with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. 
ASHFORD HOSPITAL, Ashford, Middlesex. North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. ANACSTHETIC 
REGISTRAR required at above Hospital (560 Beds with all the 
usual special departments) for general anesthetic duties at 
Ashford and such other hospitals "orithin the Weer as may be 
necessary. Post recognised for D.A. and F.F.A.R.C.S., vacant 
8th August, 1957. he Hospital may be visited by direct 
appointment with the Medical Director. 

Application forms obtainable from, and returnable to, the 
Secretary, Staines Group Hospital Management Committee, 
Ashford Hospital, Ashford, Middlesex. s 
AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. PLASTIC SURGERY AND JAW INJURIES UNIT. 
(NUFFIELD BURNS UNIT.) Applications are invited for the post 
of RESIDENT SENIOR HOUSE OFFICER in the above 
department of the Hospital. Duties will include care of patients 
in the Burns Unit (under supervision), and also work in general 
plastic wards and the theatre. 

, Applications, with the names of 2 referees, to the Administra- 
tive cer. 

BANGOR. CAERNARVON AND ANGLESEY GENERAL 
HOSPITAL. Applications are invited for the post of HOUSE 
SURGEON at the above Hospital (recognised for F.R.C.S.). 
The appointment is for a period of 6 months. Salary and 
conditions of service in accordance with those approved by the 
Ministry of Health. 

Applications, stating age, qualifications and experience, 
together with the names and addresses of 2 referees, to be for- 
warded to the Group Secretary, Caernarvon and Anglesey 
Hospital Management Committee, Plas Gwyn, Ffriddoedd-road, 
Bangor, within 10 days of the appearance of this advertisement, 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds. ) HOUSE PHYSICIAN (pre-registration) required. 
Post vacant mid-July. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BISHOP’S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. Locum REGISTRAR (anes- 
thetics), resident, required immediately. fn one oy for 
3 months in first instance, and thereafter on week-to-week basis. 
— to Hospital Secretary (Tel. : Bishop’s Stortford 


- Gower-street, 


2 referees, to Administrator and 





BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) HOUSE PHYSICIAN (House Officer or Senior 
House Officer grading according to experience). Pre-registration 
post, but fully qualified practitioners may apply. 

Apply Group Secretary. 
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BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) Locum ORTHOPASDIC HOUSE SURGEON 
(Senior House Officer or House Officer grading according to 
experience ). 

Applications to Group Secretary. we 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers good opportunity 
for general experience in busy acute general] hospital. Approved 
pre-registration post. Fully qualified practitioners may apply. 
Recognised for F.R.C.S. 

Apply Group Secretary. os 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) HOUSE OFFICER in Obstetrics and Gynreco- 
logy. Pre-registration post, House Officer or Senior House 
Officer grading according to experience. Vacant shortly. Hos- 
pital has Maternity Unit of 22 Beds and Gynecological Annexe 
of 18 Beds. Married quarters may be available. 

Detailed applications to Group Secretary. 

BEDFORD GENERAL HOSPITAL. (436 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 

Inquiries and applications, with copies of 2 recent testimonials, 

to Group Secretary, 3, Kimbolton-road, Bedford. 
BEDFORD GENERAL HOSPITAL. (436 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Locum 
GENERAL SURGICAL REGISTRAR required from 2nd to 
23rd July. 

Applications, giving fell details of experience and names of 2 
referees, to Group Secretary, Bedford Group Hospital Manage- 
ment Committee, 3, Kimbolton-road, Bedford. 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident), vacant June. Hospital largest Traumatic 
Unit in country and treats over 50,000 new patients each year. 
Recognised for purpose of casualty by R.C.S. (Eng.). Teaching 
programme by Consultant staff. 6-month appointment, some of 
which may be spent in 42-bedded Medical Research Council's 
Burns Unit. 

Apply, naming 2 referees, to Administrator by 29th June, 1957, 
BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. HOUSE PHYSICIAN (Male/Female), vacant 12th 
July, 1957. Recognised as pre-registration appointment. 

Apply Physician-Superintendent, with copies of 2 testimonials 
or names of referees. _ . 
BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. HOU SE SURGEON (Male or Female). Recognised 
as pre-r registration appointment. Post vacant July. 

Apply Physician-Superintendent with copies of 2 testimonials 
< names of referees. ioe ee 

RMINGHAM, 18. DUDLEY ROAD HOSPITAL. 3 
HOUSE SURGEONS required. Vacant Ist and 4th Jul gna 
ist August, 1957. Recognised for pre-registration and F.R.C.S 
Each appointment in a unit of approximately 85 adult and 
as general surgical beds under control of 2 Consultant 
Surgeon 

Detailed applications, with copies of 2 recent testimonials, to 
Group Secretary. EE EE 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Stoke-on-Trent Group, Princes-road, Stoke-on- 

Trent 

(a) REGISTRAR (obstetrics and gynecology). Duties at 
City General and Limes Maternity Hospital (Obstetrics 100 Beds, 
Gynecology 40 Beds). Experience specialty essential. Resident/ 
non-resident. Recognised for M.R.C.O0.G./D.Obst.R.C.0.G. 
Vacant 8th August. : 

(b) REGISTRAR (E.N.T. surgery) for North Staffordshire 
Royal Infirmary (455 _— Experience specialty essential. 
Resident or non-resider 

(c) MEDICAL REGIS TRAR (chest diseases). Duties mainly 
at Cheshire Joint Sanatorium (305 Beds) with periods of transfer 
to Tuberculosis Unit (Pregnancy and Diabetic) at City General 
Hospital and Stoke-on-Trent Chest Clinic. The post offers wide 
experience in the investigation and medical and surgical treat- 
ment of tuberculosis and other chest diseases. Possible married 
accommodation available later. 

(2) ai ree ng (Selly Oak Group), Oak Tree-lane, 

Birmingham 29 

(a) SURGICAL REGISTR ARS. For Birmingham Accident 
Hospital, Bath-row, Birmingham, 15 (215 Beds). 1 vacant 
July, 1957. Duties as surgical Assistant to Clinical Director. 
1 vacant August, 1957. Duties with accident surgery team and 
possibility of transfer to Burns Unit. General surgical experience 
essential. Higher qualification an advantage. 

(6) REGISTRAR (obstetrics and gynecology), resident. 
Duties at Selly Oak Hospital (1055 Beds+—34 gynecological, 33 
obstetric). Post recognised for the purpose of the M.R.C.O.G. 

(3) Stafford Group, 13, F 

REGISTRAR (medicine), resident. 


oregate-street, Stafford 
Duties mainly at 


Staffordshire General Infirmary, Stafford (175 Beds). Experi- 
ence specialty and higher qualification desirable. 
(4) Wolverhampton Group, The Royal Hospital, 
Wolverhampton $ 
REGISTRAR (pathology), resident or partly resident. 


Experience in specialty an advantage. Duties in all branches of 
clinical pathology centred on the Royal Hospital. 

Application forms from Group Secretaries to be returned by 
Ist July, 1957. is, 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. SENIOR HOUSE OFFICER in the Obstetric 
and Gynecological Unit, vacant 14th July, 1957. Tenable for 
12 months. Recognised for M.R.C.O.G. Unit affiliated to 
University of Birmingham for undergraduate clinical tuition. 

Detailed applications, with copies of 2 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 18. 





BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. HOUSE SURGEON, vacant 7th July, 1957, 
for duties in general surgery. Recognised for pre-registration. 
Detailed applications, with recent testimonials, to the Group 
Secretary, Dudley Road Hospital, Birmingham, 1 
BIRMINGHAM. RUBERY HILL HOSPITAL. (980 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER required, resident 
or nen-resident, Male or Female. Valuable experience provided 
in the investigation, diagnosis and treatment of all forms of 
psyciiatric illness. D.P.M. course, Birmingham University. 
Previous postgraduate psychiatric experience not essential. 
Ministry of Health terms and conditions of service. 
Applications, stating name, age, nationality, qualifications, 
experience, and providing the names of 3 referees, to be sent as 
soon as possible to the Group Secretary, Offices of the Hospital 
Management Committee, Rubery Hill Hospital, Birmingham. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM MATERNITY HOSPITAL. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT OBSTETRIC HOUSE SURGEON vacant Ist 
Se or mber, 1957. The appointment is recognised for the 
M.R.C.O.G. and D.Obst.R.C.O 
peste ation forms poe me et from the House Governor, the 
Birmingham and Midland Hospitals for Women, Showell 
Green-lane, oo Birmingham, 11, to be returned not later 
than 6th July, 1957 G. A. PHALP, Secretary. — 
che egg et “THE UNITED BIRMINGHAM HOS- 
ALS. Applications are invited for the appointment of SUR- 
GICAL REGISTRAR (Registrar grade) to the United Birm- 
ingham Hospitals. Candidates must have held a resident appoint- 
ment and should hold at least a primary Fellowship qualification. 
Residency is desirable. 
- Forms of application from the Secretary, United Birmingham 
Hospitals, Queen Elizabeth —, Edgbaston, Birmingham, 
15, to be returned by 13th July, 1957 
BLACKBURN AND DISTRICT ‘HOSPITAL MANAGE- 
MENT COMMITTEE. 
» Royal Infirmary, Blackburn 
HOUSE SURGEONS (2) required for 23rd July and Ist 
August. Posts recognised for F.R.C.S. and approved for pre- 
registration purposes. 
USE PHYSICIAN required for 23rd July. 
nised for pre-registration purposes. 
Queen’s Park Hospital, Blackburn 
OU rir aes required for 30th July. Post Sona 
for F.R.C pproved for pre-registration purp 
HOUSE pHYSIciANs (2) required for Ist and ord. August. 
Post recognised for pre-registration purposes. 
Victoria Hospital, Accrington 
Oates HOUSE OFFICER (medicine) required for 22nd 


pply to Group Secretary, Mespttal Management Committee 
Office Royal Infirmary, Blackburn. ‘aie ey 
BLACKPOOL VICTORIA HOSPITAL. Casualty Officer 
(Junior Hospital Medical Officer status). Salary £852 10s.-— 
£55-£1182 10s. p.a. Recognised for F.R.C.S. A furnished flat 
is availablé in the married quarters situated in a detached 
property in a select residential area adjacent to the i 
but residence for single or married applicants is o — 
available on short- or long-term basis from Ist J 

Applications, stating age, qualifications, eupenions® and giving 

the names and addresses of 2 referees, should be sent to the 
Hospital Secretary. 
BLACKPOOL. VICTORIA HOSPITAL. Blackpool and 
FYLDE HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER required for casualty and traumatic surgery. This 
is a new post introduced to augment the junior staff of the busy 
Casualty Department., 

Applications, stating age, qualifications and experience and 
giving the names and addresses of 2 referees, should be sent to 
the Group Secretary. ¥ 
BLACKPOOL. VICTORIA HOSPITAL. (353 Beds.) 
HOUSE OFFICER (orthopedic surgery). Resident pre- 
registration post recognised for F. 


Post recog- 


R.C.S8. available from 22nd 
July, 1957, in the main acute general hospital serving the 
Blackpool and Fylde area. 

Applications, stating age, experience (if any) and giving the 
names and addresses of 2 referees, should be sent to the Hospital 
Secretary. Pole Tike SL c 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) neg on —_; —_ 
DORSET HOSPITAL MANAGEMENT COMMITTEE sore 
invited for the appointment of NON- RESIDENT SENT oR 
HOUSE OFFICE (orthopeedics and casualty combined). 
The post, which is recognised for the F.R.C.S. examination, is 
now vacant. The Unit consists of Registrar and 2 Senior House 
Officers with an additional Senior House Officer during the 
summer months. Furnished flat available on sea front. 

Applications to the Hospital Secretary. = 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, BOSCOMBE. (494 Beds.) BOURNEMOUTH AND EAST 
DORSET HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of GENERAL HOUSE SURGEON. 
The appointment, which is recognised for the F.R.C.S. examina- 
1 A pre-registration purposes, becomes vacant on 15th July, 


Applications to the Hospital Sebretary. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Anesthetics, to the above 
Group of hospitals. The post, which will become vacant on 
Ist October, 1957, is based at Bury General Hospital, and is 
recognised for the D.A. examination. 

Apply, stating full details, and names of 2 referees, to— 

H. WILKINSON, Esq., Group Secretary. 
Bury General] Hospital, Walmersley-road, Bury, Lancs. 
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BURY AND ROSSENDALE HOSPITAL MANAGE- BROMSGROVE, WORCESTERSHIRE. HILL TOF 
MENT COMMITTEE. Applications are invited for the post of HOSPITAL. (76 Beds.) REGIONAL THORACIC SURGICAL CENTRI 


SENIOR HOUSE OFFICER in Angsthetics to the above 
Group. The successful applicant will be based at Bury General 
Hospital. The post is recognised for the Diploma in Anesthetics. 

Apply, stating full details of age, experience, and names of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. ‘a 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. Applications are invited 
for the post of SENIOR HOUSE OFFICER = Casualty and 
Orthopeedics. This post is recognised for the F.I 

Full details, including nationality, age, a and 
experience, with the names of 2 referees, should be forwarded to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

BURY * EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. 62 Beds.) Applications Boss with 3 references, 
for a HOUSE “OFFICER or SENIOR OUSE OFFICER for 
orthopedic and casualty duties. +t. nised for F.R.C.S. 
(Surgical). Vacant late June. A Junior Hospital Medical Officer 
Casualty Officer is also employed. 

Inquiries to Hospital Secretary. aye! 
BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
RESIDENT SENIOR HOUSE OFFICER in Surgery (Assistant 
Resident Surgical Officer). Tenable for 12 months and recog- 
nised for F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, should be sent immediately to 
Group Secretary, Bolton and District Hospital Management 
Committee, The Royal Infirmary, Bolton. eee 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. 

The Royal Infirmary, Bolton (237 Beds) 

RESIDENT HOUSE SURGEONS (3) for general surgical 
duties. Vv ac ant 3rd July, 16th July and 8th August. Recognised 
for F.R.( 

Settom District General Hospital (607 Beds) 

RESIDENT — PHYSICIANS (2), vacant 24th July 
and ho Augus 

RESIDEN ‘ei ‘HOU SE SURGEON, vacant 22nd August. 
mt sed for F.R.C. 

All posts tenable naa 6 months and recognised under Pre- 
registration Service Scheme. 

Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, should be sent immediately 
to Group Secretary, The Royal Infirmary, Bolton. 

BRECHIN, ANGUS. STRACATHRO HOSPITAL. (676 
Beds. ) Applications are invited for the post of SENIOR HOUSE 
OFFICER to the Orthopedic Unit (178 Beds). Salary £819 10s. 


a. 
. Applications for this appointment, which is now vacant, 
should be addressed to the Group Medical Superintendent, at 
the above Hospital. 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scale. 
This post is recognised as a pre-registration appointment. 

Applications, stating age, qualifications, and experience, 
together with copies of recent testimonials, should be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton. 
BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road, BRIGHTON, 1. Locum HOUSE SURGEON 
(Female), Senior House Officer grading, required for the period 
15th July—Ist August, inclusive. Salary at the rate of £15 19s. 
per week, less residential emoluments. 

Applications, with full particulars, to be sent to the Administra- 
tive Officer as soon as possibl~. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 

HOUSE SURGEON required mid-July. 

2 CASUALTY HOUSE SURGEONS (duties include work in 
Orthopedic and Traumatic Unit), vacant beginning and end 
July. 


All posts recognised for pre-registration and F.R.C.S. 

Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 4 : ee 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) Vacancy for HOUSE 
SURGEON for 6 months from Ist August, 1957. The post 
offers wide experience in pediatrics and is recognised for D.C.H. 
The post is open to pre-registration candidates. 

Applications, stating age, nationality, qualifications, and 

experience, together with copies of recent testimonials, to the 
Administrative Officer as soon as possible. 
BUSHEY MATERNITY HOSPITAL, Bushey Heath, 
HERTFORDSHIRE. (50 Beds.) NORTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT OBSTE- 
TRIC REGISTRAR required at above Hospital. Duties include 
antenatal clinics at the Edgware General Hospital, Edgware, 
Middlesex, and the Boreham Wood Health Centre, Boreham 
Wood, Herts. Possession of M.R.C.O.G. desirable, but not 
essential. Post vacant 29th July, 1957. Married quarters avail- 
able if required. Hospital may be visited by direct appointment 
with Medical Director, Edgware Genera] Hospital. 

Application forms obtainable from, and returnable to, Group 
Secretary, Hendon Group Hospital Management Committee, 
—_- General Hospital, Edgware, Middlesex, by 2nd July, 
1957 
BURTON- ON-TRENT. GENERAL HOSPITAL. Non- 
RESIDENT JUNLOR HOSPITAL MEDICAL OFFICER 
ANAESTHETIST required at the above Hospital. 

Applications to Group Secretary, General Hospital, 
on-Trent, as soon as possible. 


Burton- 
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Applications are invited for the pre-registration post of HOUS 
PHYSICIAN at the above Hospital. Post vacant early July 
Applications, with the names of 3 referees, to the Hospiti 
Secretary, Bromsgrove General Hospital, Worcestershire. 
BROMSGROVE, WORCESTERSHIRE. HILL TOP 
HOSPITAL. (76 Beds.) REGIONAL THORACIC SURGICAL CENTRI 
Applications are invited for the pre-registration post of HOUS! 
SURGEON at the above Hospital. Post vacant early July. 

Applications, with the names of 3 referees, to the Hospita! 
Secretary, Bromsgrove General Hospital, W: orcestershire. 
CAMBRIDGE (near). FULBOURN HOSPITAL. Senio 
HOUSE OFFICER (resident or non-resident). Previou 
psychiatric experience not required. This Hospital of 974 Bed 
is linked with the Cambridge University Department o 
Psychology and Addenbrooke’s Hospital, and provides a basi: 
psychiatric training leading to the D.P.M. 

Applications, stating age, qualifications and experience wit} 
names of 2 referees, should be sent to— 

Dr. D. H. CLARK, Medical Superintendent. 

Fulbourn Hospital, near Cambridge. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. House 
SURGEON for 6 months from 14th August. Recognised Pre 
registration Service. 

Apply, stating age, nationality, qualifications, and experience 

with dates, and copies of 3 testimonials, to Secretary by 6th July. 
Interviews 22nd July. 
CANTERBURY. KENT ANG CANTERBURY HOS- 
PITAL. (277 Beds.) GYNASCOLOGICAL HOUSE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C.O.G 6 months 
appointment. Post now vacant. National Health Service 
salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ST. DAVID’S HOSPITAL. Senior House 
OFFICER (may be Locum) required for Accident Unit at 
above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARLISLE. CUMBERLAND INFIRMARY. (331 Beds.) 
SENIOR HOUSE OFFICER (general surgery). required. 
Recognised for F.R.C.S. examination. 

Forms of application may be obtained from the Group Secre- 
tary, Cumberland Infirmary, Carlisle. 

CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE 
Appteraene are invited for the pre-registration post of RESI- 
DENT HOUSE OFFICER (surgical) which will become vacant 
on Ist August, next. Salary and conditions of service as laid down 
by pen Ministry of Health. 

Applications, stating age, qualifications, experience, 

ootienalite, with nagpes and addresses of 3 referees, to the Group 
Secreta West Wales Hospital Management Committee, 
Glangwi a Carmarthen. 
CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN. (A General] Children’s Hospital of 700 Beds.) 
RESIDENT MEDICAL REGISTRAR required to a firm 
comprising 200 Beds, including acute medical (60 Beds), polio- 
myelitis, rheumatism, and long-stay wards, and with certain 
medical administrative duties. 

Applications on form obtainable from the Group Secretary, 
should be returned by 6th July, 1957. . 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
HOUSE SURGEON (post approved for Pre-registration Ser- 
vice). General surgery with duties in genito-urinary. Vacant 
now. 

Applications, givmg age, qualifications, &c., with copies of 

recent testimonials and the names of referees, should be sent to 
Secretary, at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
HOUSE SURGEON required on Surgical Unit of 78 Beds. 
Post recognised for F.R.C.S. examination and approved for pre- 
registration experience. 

Applications, stating age, qualifications, and experience, with 

copies of recent testimonials and the names of 2 referees, should 
be seht to the Secretary at above address. 
CHEPSTOW, MONMOUTHSHIRE. ST. LAWRENCE 
HOSPITAL. (127 plastic surgery, 50 orthopzdic beds.) PLASTIC 
SURGERY, JAW INJURIES AND BURNS CENTRE. SENIOR HOUSE 
OFFICER in Plastic Surgery required. There are 2 residents 
in plastic ) a and 1 in orthopedics. Post tenable 6 or 12 
months esired, and candidates experienced in another 
specialty wishing to gain plastic surgery experience will be 
considered. Salary £819 10s., less £2150 board-residence. 

Write, quoting 2 referees, to T. A. JoNESs, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) SENIOR HOUSE SURGEON. (Deputy 
Resident Surgical Officer) required at above Hospital. Post 
recognised for F.R.C.S. Resident staff of 6—Resident Surgical 
Officer, 3 House Surgeons, Resident Medical Officer, and House 
Physician. Salary £819 10s. p.a., less residential charge. Vacant 

th August, 1957. 

Applications, stating age, experience, qualifications with 
references, or names of referees, to Senior Administrative Officer. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP. HOSPITAL MANAGEMENT COMMITTEE. CASUALTY 
OFFICER (Senior House Officer ) resident. Post vacant now. 
Recognised for Fina] F.R.C.S. examination. There is a Registrar 
in charge of Department. 

Application forms obtainable from GEORGE A. PAINES, 
Group Secretary, Hospital Management Committee, General 
Hospital, London-road, Croydon. : 
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CROYDON. QUEEN’S HOSPITAL. (450 Beds.) Geriatric 
UNIT. CROYDON GROUP HOSPITAL MANAGEMENT COMMITTER. 
SENIOR HOUSE OFFICER (resident). Suitable for candi- 
date reading for higher qualification. Post vacant now. 

Application forms obtainable from GEORGE A. PAINES, 
Group Secretary, Hospital Management Committee, General 
Hospital, London-road, Croydon, to be returned within 14 days. 
CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANATSTHETIST (Senior House 
Officer) to large surgical units. 

Applications, stating age, qualifications, and experience, with 
recent testimonials, should be sent to the Secretary, Chelmsford 
Hospital Management Committee, London-road, Chelmsford. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for :— 

Essex County Hospital, Colchester, Essex (185 Beds) 

Post of HOUSE OFFICER (surgical). First, second, third or 
pee post, tenable for 6 months. Recognised for 
F 2 


-R.C.S. 

Post of HOUSE PHYSICIAN (first, second, third or pre- 
registration post), tenable for 6 months. 

Post of SENIOR HOUSE OFFICER (casualty and radio- 
ya tg Post tenable for 6 months or 1 year. Recognised for 


Post of Locum Tenens ANASSTHETIC REGISTRAR. For 
2 weeks commencing 8th July, 1957, for duties at Essex County 
Hospital] and other hospitals in Group. 

Essex Goons Hospital (19 gynecological beds) 
Colchester aternity Hospital (22 obstetric beds) 

Post of HOUSE OFFICER (Male or Female), obstetric and 
gyneccological. F , second, third or pre-registration post ; 
tenable for 6 months. 

Black Notley Hospital, Braintree, Essex (516 Beds) . 

Post of HOUSE SURGEON (first, second, third or pre- 
registration post). Includes duties in general surgical and 
gyneecological wards. Recognised for F.R.C.S. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester. Essex. : 
COULSDON, SURREY. NETHERNE HOSPITAL. 
SOUTH WEST METROPOLITAN REGION. Applications are invited 
for the appointment of SENIOR REGISTRAR (whole-time) 
at the above Hospital. Applicants should possess the D.P.M. 
and a higher medical qualification. The Hospital has an 
admission-rate of 1600 a year, and all modern forms of treatment 
are carried out. There are 4 active Outpatients Departments in 
General Hospitals and Departments of Clinical Research, 
Neurosurgery, Psychology and Social Service and a modern 
Electroencephalographic Unit. There are 2026 Beds including 
168 for informal admissions. 

Application forms may be obtained from the Secretary, 
Netherne Hospital. 2. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) SENIOR HOUSE OFFICER (peediatrics ) required, 
pa 15th August, 1957. Recognised for D.C. 

Applications, with 2 names for reference, should be sent as 

soon as possible to Heol Sec nea. 
DERBY. DERBYSH AL INFIRMARY. (416 
Beds.) RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade), vacant August, 1957. Preference will be given to 
an applicant who is studying for a higher qualification in any 
branch of medicine, not necessarily pathology. The holder is 
expected to attend clinical work in the Royal Infirmary and 
sometimes in associated hospitals. 

Apply, stating full details and 2 names for reference, to 
Secretary. ab = 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 a Applications invited for pre-registration post of 
HOUSE SURGEON. Salary in accordance with Whitley scale. 
4 ae og on staff. Post now vacant. 

Apply to the Secretary, Noble’s Hospital, Douglas, Isle of Man. 
DURHAM HOSPITAL MANAGEMENT COMMITTEE. 

Dryburn Hospital, Durham (303 Beds) 

HOUSE PHYSICIAN for Pediatric Unit of 42 pote. 
Approved pee San and recognised for the D.C.H 

SENIOR HOUSE PHYSICIAN for Pediatric Unit of 42 
Beds. The appointment is yo for fully registered practi- 
tioners and is of 1 years duration from Ist August, 1957. 

SENIOR HOUSE OFFICER in Surgery. This is a post with 
shared duties between the Departments of General Surgery, 
E.N.T., and Eyes. 

HOUSE SURGEON (general surgery). Approved pre- 
registration appointment and recognised under the F.R.C.S. 
regulations. 

HOUSE PHYSICIAN (general medicine). 
registration post. 

SENIOR HOUSE OFFICER in Anesthetics. 
for D.A. and F.F.A.R.C.S. 
is not essential. 

General Hospital, Chester-le-Street (204 Beds) 

HOUSE PHYSICIAN (general medicine). Approved pre- 
registration post. 

All the above posts are vacant on Ist August, 1957. 

Apply, with particulars of previous experience and names of 2 
referees, to Group Secretary, Dryburn Hospital, Durham. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ANASTHETIC REGISTRAR, Peterborough Memorial Hos- 
pital and Annexes.’ Post recognised for D.A. and F.F.A.R.C.S., 
and provides experience in all departments including a Thoracic 
Unit. Appointment for 1 year, renewable for second year. 

Applications, stating age, experience, and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton- road, Cambridge, by Ist July, 1957. Candidates 
invited to visit Hospital by direct arrangement with Hospital 
Hanne ee Committee Secretary, Memorial Hospital, Peter- 
sorough. 


Approved pre- 


Post recognised 
Previous experience in anesthetics 





EDINBURGH CENTRAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited from registered medical 
practitioners and pre-registration graduates, for resident 
appointments for 6 months commencing Ist October, 1957. 
National Health Service scale. 
Royal Hospital for Sick Children 
2 HOUSE SURGEO ms. 
3 HOUSE PHYSICIA 
1 HOUSE SURGEON NE. MF.) 
Chalmers Hospital 
1 y a ee (gynecological and Children’s Surgical 
nnexe 
Applications, stating age, qualifications and experience and 
names of 2 referees, to be sent before 30th June to the Secretary, 


Edinburgh Central Hospitals Board, 1, Rillbank-terrace, 
Edinburgh, ALES Boy eulsp- ae 
EDINBURGH. CHALMERS HOSPITAL. Applications 


are invited for the appointment of NON-RESIDENT SENIOR 
HOUSE OFFICER in General Surgery (with some E.N.T.) from 
medical practitioners qualified at least 1 year. Appointment is 
for 1 year commencing Ist October, 1957, at National Health 
Service scale of £819 10s. p.a. 

Applications, with full particulars and names of 2 referees 
should be sent before 30th June to the Secretary, Edinburgh 
Central Hospitals Board, 1, Rillbank-terrace, Edinburgh, 9. 
EDINBURGH NORTHERN GROUP OF HOSPITALS. 
SENIOR HOUSE OFFICER (resident) required for Urological 
Unit, Western General Hospital 

Applications, with names of 2 referees, to the Medical Super- 
intendent, Western General Hospital, Edinburgh, 
EDINBURGH. ROYAL HOSPITAL FOR SICK CHILD- 
REN. Applications are invited from registered medical practi- 
tioners for 2 appointments of RESIDENT SENIOR HOUSE 
OFFICER (1 medical, 1 surgical) for 12 months commencing 
lst October, 1957. National Health Service scale £819 10s. p.a. 

Applications, stating age, qualifications and experience, and 
names of 2 referees, to be sent before 30th June to the Secretary, 
Edinburgh Central Hospitals Board, 1, Rillbank-terrace, 


» Edinburgh, 9 


ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDEN HOUSE SURGEON (approved pre-rexistration, 
first or second post), vacant 16th August. 1957. Duties with 
General Surgical Unit. Recognised by Royal College of Surgeons. 
6 months appointment. 

Applications, with the names and addresses of 2 referees. to 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital, by 29th June, 1957. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required 5th August. 
Pre-registration post. Recognised for F.R.C.S. 

Applications, stating age, qualifications and experience with 

copies of 2 recent testimonials, should be sent as soon as possible 
to Group Secretary at above address. 
GLASGOW, N.1. STOBHILL GENERAL HOSPITAL. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (Male or Female), resident preferred, in 
the Psychiatric Unit which consists of 170 Beds with 1600 
admissions yearly and deals with acute treatable cases ; it is 
recognised for the D.P.M. The appointment will be for 2 years 
in the first instance. 

Applications, stating age, qualifications, and experience, and 
naming 2 referees, should be sent to the Medical Superintendent. 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Anesthetics at Stobhill General Hospital, 
Glasgow. The appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience, and 

present appointment, and naming 2 referees, to be lodged with 
the Posen, 13, Woodside-place, Glasgow, C.3, by 29th June, 
1957. 
GLASGOW. VICTORIA INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ortho- 
peedics for duties at the Victoria Infirmary and a large unit at 
the Victoria Auxiliary Infirmary, Philipshill. The post, which is 
tenable for 1 year, is resident at Philipshill and is vacant as 
from Ist July, 1957. 

Applications, with names of 2 referees, should be sent to the 

Secretary, Board of Management for Glasgow Victoria Hospitals, 
24, St. Vincent-place, Glasgow, C.1. 
GLASGOW. VICTORIA INFIRMARY. Senior House 
OFFICER (general medicine), 2 posts. Applications are invited 
from registered medica) practitioners of not less than 2 years 
standing. The appointments are for 1 year from Ist September, 
1957. Holders will be required to spend 6 months as Resident 
House Physician in the Cardiac and Metabolic Unit and 6 months, 
non-resident, with a General Medical Unit. 

Applications, with names of 2 referees, to the Secretary, 

Board of Management for Glasgow Victoria Hospitals, 24, 
St. Vincent-place, Glasgow, C.1. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OF FIC ER (orthopedic). Orthopedic 
Unit of 71 Beds. Resident establishment—Registrar and 
2 House Officers. Up-to-date Medical Library and reading 
facilities available. 

Applications, with names of 2 referees, to Hospital Secretary. 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) CASUALTY OFFICER required. Post recognised 
for F.R.C.S. examination. ‘Grading Senior House Officer. 
2 ¢ fasualty Officers employed who share the work of the depart- 
ment which is part of the Orthopedic and Traumatic Unit. 
Regular instruction given in traumatic surgery and Casualty 
Officers take part in the work of fracture clinics. Post vacant 
mid-July. 

Applications, with copies of 2 testimonials, to Hospital 
Secretary as soon as possible. 
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GODALMING, SURREY. KING GEORGE V HOSPITAL HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
FOR DISEASES OF THE CHEST. Whole-time RESIDENT HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
THORACIC MEDICAL REGISTRAR required. All modern SURGEON required, to commence duty immediately. The 


forms of treatment carried out, including major thoracic surgery, 
a proportion of the beds being set aside for non-tuberculous 
thoracic cases. The Hospital is associated with a chest clinic. 

Application forms can be obtained from the Group Secretary, 
Milford Chest Hospital, Godalming, Surrey, to whom they 
should be returned by not later than 15th July, 1957. 
GREENOCK. RAVENSCRAIG (MENTAL AND GEN- 
ERAL) HOSPITAL. (472 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER. Resident post. Mental and general experience to be 
gained. Hospital is recognised as a training centre for the D.P.M. 
examination. 

Applications, 
soon as possible. 
HAROLD WOOD HOSPITAL, Harold Wood, Essex 
(near London). (415 Beds.) SENIOR HOUSE OFFICER 
(aneesthetics), resident. Main general “se casut ilty hospital in 
Group. Recognised for D.A. and F.F.A.R.C. 

Apply, giving full details, to the Hospital "Secretary 
Ingrebourne 2831). 
HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum ORTHOPAZDIC REGISTRAR required for whole-time 


in writing. to the Physician-Superintendent as 


(Tel. : 


duties. Ist-14th July. Remuneration £19 5s. per week. Non- 
resident. 
Apply, giving details of qualifications and experience, to 


Group Secretary, Hastings Hospital Management Committee, 
Holmesdale-gardens, Hastings. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 


MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
pre-registration post of RESIDENT HOUSE OFFICER 


(surgical) which will become vacant on Ist August, next. Sala 
and conditions of service as laid down by the Ministry of Health. 

Applications, stating age, qualifications, experience, nation- 
ality, with names and addresses of 3 referees, to the Group 
Secreta: West Wales Hospital Management Committee, 
Glangwili. Carmarthen. 

HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications oe invited for the 
pre-registration post of RESIDENT OUSE OFFICER 
(medical) which will become vacant on Ist ak next. Salary 
and conditions of service as laid down by the Ministry of Health. 

Applications, a age, Ce experience, nation- 
ality, with names an lresses of 3 referees, to the Group 
Soereiney, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HEMEL HEMPSTEAD, 
HERTS HOSPITAL. HOUSE 
required. 

Applications, giving full details and copies of recent testi- 
monials, should be sent to the Hospital Secretary at once. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. ST. PAUL’S 
AND WEST HERTS HOSPITAIS. HOUSE PHYSICIAN (pre- 
registration) required to commence 5th July, 1957. 

Applications, giving details and enclosing copies of 2 recent 

testimonials, should be sent to the Secretary, St. Paul’s Hospital, 
Hemel Hempstead, Herts, at once. 
HEREFORD. GENERAL HOSPITAL. (154 Beds.) 
HOUSE OFFICER Larnoe gs A surgery) required, pre-registration 
post. Hospital recognised by R.C.S. Duties include care of 
general surgical beds and in addition ‘for 3 months of orthopedic 
beds and for 3 months of E.N.T. beds. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary, Victoria House, Eign-street, Hereford. 
HEXHAM GENERAL HOSPITAL, Northumberland. 
(304 Beds.) Applicati.-.3 are invited for the following posts, 
vacant in July next 


HOUSE PHYSICiANS (2). 

HOUSE SURGEONS (3), general surgery and orthopedics. 
Hospital recognised by the Royal College of Surgeons. There 
is a large orthopeedic unit providing excellent experience in this 
branch of surgery. All are pre-registration posts but applications 
from registered practitioners will be considered and also from 
final year students in anticipation of graduation. 

Applications, with the names of 2 referees, should be sent to 

the Group Secretary, General Hospital, Hexham, Northumber- 
land. 
HOVE. THE LADY CHICHESTER HOSPITAL, New 
Church-road, HOVE, SUSSEX. (70 Beds.) Applications invited 
for post of JUNIOR HOSPITAL MEDICAL OFFICER at the 
above Hospital, a Neurosis Centre for men, women, and children, 
with Outpatients Department. The post is resident and accom- 
modation is only available for a single person. Salary £852 10s. 
p.a., rising by annual increments to £1182 10s. p.a., less a charge 
of £170 p.a. for board-residence. Conditions of service in accord- 
ance with national recommendations. 

Applications, stating nationality, age, sex, qualifications, and 
experience, together with the names of 3 referees, to the Secre- 
tary, Hospital Management Committee, St. Francis Hospital, 
Haywards Heath, Sussex, as soon as possible 
HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER in the E.N.T. Department of the Victoria 
Hospital for Sick Children and the Hull Royal Infirmary. The 
post, which is now vacant, is recognised for the F.R.C.S. and 
D.L.O 

Applications, with testimonials, shoyld be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), vacant 
mid-June. Post recognised for pre-registration purposes. 

Apply, with full particulars and names of 2 referees, to 


HERTFORDSHIRE. 
SURGEON 


west 
(pre-registration ) 





Secretary, County Hospital, Huntingdon. 
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post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield - 
HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
ANASTHETIST (Senior House Officer) required Ist July, 1957. 
Recognised for D.A. and F.F.A.R.C.S. examinations. 

Applications, stating age, nationality, qualifications, and 
experience, together with names of 2 referees, to the Medical 
Administrator, Lister Hospital, Hitchin, by 29th June, 1957. 
ILFORD ISOLATION HOSPITAL, Grove-road, Chadwell 
HEATH (near London). There will be a vacancy for a SENIOR 
HOUSE OFFICER at the above Hospital. Salary will be at 
the rate of £819 10s. p.a., less emoluments. Small furnished 
bungalow available. This post will include some general medical 
duties and is suitable for persons studying for the M.R.C.P. 
and D.C.H. 

Applications, giving particulars of experience and qualifica- 
tions and accompanied by copies of testimonials, should be 
sent to the undersigned within 7 days of the appearance of 
this advertisement. 

HaARRIs, Group’ Secretary 
Iiford and Barking Group Hospital Manage snent Committee. 


King George Hospital, Ilford. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
PHYSICIANS (2), pre-registration, required for General 


Medical Units. 

Applications, stating age, nationality, qualifications with 
copies of up to 2 testimonials, to Group Secretary, South West 
Middlesex Hospital Management Committee, West Middlesex 
Hospital, Isleworth, by Ist July. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. 
SURGEON (pre-registration), General Surgery Unit. 

Applications, stating age, qualifications, and nationality, with 
copies of up to 2 recent testimonials, to Group Secretary, South 
West Middlesex Hospital Management Committee, West 
Middlesex Hospital, Isleworth, by Ist July. 

IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (Resident Anesthetist). The 
post, which becomes vacant on Ist July, 1957, and is normally 

years duration, is recognised for the D.A. and the 
F. F.A.R.C.S. examinations. 

Applications, stating age and nationality, together with recent 
testimonials, to Hospital Secretary. haety 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 


House 


ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 
Hospital Secretary. hoe eas a ar 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 


ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Senior Consultant General Surgeon. 
The post is recognised for pre-registration and for the F.R.C.S8. 
examinations. 

Applications, with copies of recent testimonials, to Hospital 
Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING. (280 Beds.) Applications invited for the post of 
SENIOR OU SE OFFICER to the Fracture and Orthopedic 


Department. Vacant early July, and recognised for -C.8. 
examinations. 
Applications, with full details, and copies of recent testi- 


monials, to Hospital Secretary. 

KETTERING. ST. MARY’S HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Obstetrics and Gyneecology at above Hospital. Post vacant now. 
Previous experience is not necessary and the post would provide 
valuable experience in obstetrics and gynecology for. doctors 
intending to enter General Practice at some future date. 

Applications, giving particulars of qualifications and enclosing 

copies of 3 recent testimonials, to be sent to the Group Secretary, 
Kettering and District Hospital Management Committee, General 
Hospital, Kettering, immediately. 
KIRKCALDY. VICTORIA HOSPITAL. Registrar required 
to work under Consultant in charge of the Acute Medical Unit 
(65 Beds). Accommodation provided. Salary in accordance with 
national scale. Duties to commence on Ist September, 1957. 

Apply, with copies of testimonials, to the Medical Superin- 
tendent, East Fife Hospitals Board of Management, 243a, High- 
street, Kirkcaldy. = 
LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. (215 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the resident post of SENIOR HOUSE 
OFFICER (medical), vacant Ist August, 1957, at this busy 
General Hospital. 

Applications, with full details, together with names of 2 
referees, should be addressed to the Hospital Secretary. 
LIVERPOOL, 15. SEFTON GENERAL HOSPITAL. 
(995 Beds.) ‘Applications are invited from suitably qualified 
medical practitioners for the following appointments at the above 
Hospital which will become vacant on Ist September, 1957. 

2 SENIOR HOUSE OFFICERS (medical). 

2 SENIOR HOUSE OFFICERS (orthopedic). 

The appointments will be for a period of 12 months. The salary 
will be at the rate of £819 10s. p.a. from which a deduction will 
be made at the rate of £150 p.a. for board, &c., if resident. 

Application forms may be obtained from the undersigned to 
— <aeand should be returned not later than Tuesday, 2nd July, 
1957 GARNET CHAPLIN, Secretary to the Committee. 
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LIVERPOOL, 15. SEFTON GENERAL HOSPITAL. 
(995 Beds, 116 Cots.) Applications are invited for the following 
resident appointments which will become vacant at the above- 
named Hospital on Ist September, 1957, and will be for a period 
of 6 months. These posts are approved as pre-registration posts. 

6 HOUSE PHYSICIANS (general). 

2 HOUSE PHYSICIANS (psychiatric). 

3 HOUSE SURGEONS (general). 

2 HOUSE SURGEONS (obstetric). 

1 HOUSE PHYSICIAN (tropical). 

The terms and conditions of service will be in accordance with 
the regulations of the Ministry of Health. 

Application forms may be obtained from the undersigned to 
whom they should be returned not later than Tuesday, 2nd July, 
1957. GARNET CHAPLIN, Secretary to the 

South Liverpool Hospital ‘Management Convantttes, 
LANCHESTER, co. DURHAM. MAIDEN LAW HOS- 
PITAL. Applications are invited for the resident post of JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Hospital. 
Appoiutment for limited tenure in the first instance with prospect 
of renewal. Married quarters are available at a charge to be 
determined in accordance with.the services provided. The 
Hospital has 84 Beds for the treatment of pulmonary tuber- 
culosis by all modern methods. Salary at the rate of £852 10s.— 
£55-£1182 10s. p.a., less a charge for board and lodgings or 
married accommodation. 

Applications, stating age, qualifications, experience, with 
copies of recent testimonials, should be forwarded to the Group 
Secretary, North West Durham Hospital Management Com- 
mittee, Shotley Bridge General Hospital, Consett, co. Durham. 
LENNOXTOWN, §TIRLINGSHIRE. LENNOX CASTLE 
MATERNITY HOSPITAL. Applications are invited from suitably 
qualified medical practitioners for the appointment of RESI- 


DENT SENIOR HOUSE OFFICER in Obstetrics and Gyne-. 


cology at the above Hospital (170 Beds). The sppetnimnent 
will be for 6 months in the first instance and will be subject to 
the National Health Service (Scotland) superannuation 
regulations. 

Applications (2 copies), stating age, qualifications and experi- 
ence, present appointment and giving names of 3 referees, to be 
submitted to the Secretary, B.O.M. Lennox Castle, 113, Douglas- 
street, Glasgow, C.2. i 
LEICESTER ROYAL INFIRMARY. (492 Beds. Recog- 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time RESIDENT SURGICAL REGISTRAR 
a Appointment for 1 year in first instance. 

App to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by Ist July, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LUTON MATERNITY HOSPITAL, Luton, Bedfordshire. 
RESIDENT OBSTETRIC HOUSE SURGEON required Ist 
July, 1957. The post is tenable for 6 months in the first instance 
and is recognised for the D.Obst.R.C.O.G. 

Applications, stating age, nationality, qualifications and 
experience, — with copies of 3 recent testimonials, to be 
sent by 25th June, 1957, to the Secretary, Luton and Hitchin 
Group Hospital Management Committee, St. Mary’s Hospital, 
Luton, Beds. : A : Pekin: wen 
MACCLESFIELD HOSPITAL. West Park Branch. 
Applications invited SENIOR HOUSE OFFICER (pediatrics). 
Department is a busy one of 35 Beds and 30 neonatal cots and is 
recognised for purposes of Diploma in Child Health and provides 
valuable experience. 

Apply immediately, quoting 2 referees, to Group Secretary, 
Macclesfield and District Hospital Management Committee, 
** Willerby House,’’ Cumberland-street, Macclesfield. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the Ophthalmic Department 
of the above Hospital. Post vacant 17th August, 1957. The 
Hospital is —— by the Examining Board for the F.R.C.S. 
and the D.O. Salary £819 10s. a year, less £150 a year for 
residential emoluments. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer, Kent County Ophthalmic and Aural 
Hospital, Church-street, Maidstone. 

MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. A picetions are invited for the appointment of 
SENIOR HOU SURGEON in the E.N.T. Department of the 
above ‘a . Post vacant ist August, 1957. There are 55 
E.N.T. 6 specialist operating sessions each week. 
Valuable Ke %, 1s avs available, and the post is recognised for 
the purpose of the F.R.C.S. and the D.L.O. Salary will be 
£819 10s. a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER. Recognised for F.R.C.S. Salary 
£819 10s. a year, less £150 a year for board and lodging. Post 
vacant August, 1957. 

Applications to the Administrative Officer at the Hospital. 
MARKET DRAYTON sneae)s SHROPSHIRE. CHESHIRE 
JOINT SANATORIUM. (305 Beds.) RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer or Senior House 
Officer according to experience). The post offers exceptional 
experience in the treatment of pulmonary tuberculosis. 

Applications to the Medical Superintendent at the Sanatorium. 
MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of Locum REGISTRAR in General 
Medicine to the West Manchester Hospital Management Com- 
mittee. Primarily for duty at Park Hospital, Davyhulme, but 
with duties at other Group Hospitals. 

Forms from Secretary, Park Hospital, Davyhulme. 


‘ Withington Hospital. 





MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of REGISTRAR in Radiology (radio- 
diagnosis). The main duties will be with the Stockport and 
Buxton Hospital Management Committee, with some duties 
with the Macclesfield and District Hospital Management Com- 
mittee, and the successful candidate will work under the direction 
of the Consultant Group Radiologist. 

Applications, stating bee, experience, and qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 598, Shaw-heath, Stockport, by 30th June. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appii- 
cations are invited for the resident post of REGISTRAT in 
Obstetrics and Gynrecology to the Wigan and Leigh Group of 
hospitals. Post recognised for M.R.C.0.G. Main duties at 
Billinge Hospital, Orrell, near Wigan. 

Applications to Secretary, Wigan and Leigh Hospital Manage- 
ment Committee, Knowsley House, Wigan 
MANCHESTER REGIONAL HOSPITAL BOARD AND 
THE BOARD OF GOVERNORS OF ITED MANCHESTER HOS- 
PITALS. NON-RESIDENT SENIOR ¥ REGISTRAR in Patho- 
logy. Facilities for training in all branches of pathology will be 

rovided in — teaching and non-teaching hospitals in the 

anchester area. Main duties initially at ‘Manchester Royal 
Infirmary. 

Application forms from the Senior Administrative Medical 
Officer, Manchester Regional Hospital Board, Cheetwood-road, 
Manchester, 8, to be returned by 10th July, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical pesca for 2 REGIS- 
TRAR posts in Radiotherapy at the Christie Hospital and 
Holt Radium Institute, Manchester, 20. 

Applications, with fuil details, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 





MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post of 
RESIDENT SURGICAL OFFICER (Registrar grade) at 
The Resident Surgical Officer is appointed 
to 1 or more surgical firms and is responsible for surgical 
wake as part of his duties. Candidates must hold the 
pe 

Applications, with full details, to be forwarded to the aaswe 

Secretary, Withington Hospital, Manchester, 20, immediately. 


MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post of 
REGISTRAR in Plastic Surgery at the Wythenshawe Hospital, 
which is a general hospital with 71 plastic surgery beds. 

Ee ee stating age, qualifications present post and 
— of 2 referees, to be forwarded to the-Group Secretary, 

Withington Hospital, Manchester, 20, immediately. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, es, | near MANCHESTER. SALFORD HOSPITAL 
MANAGEMENT COMMITTE 

MEDICAL HOUSE OFFICERS (2). 

SURGICAL HOUSE OFFICER. 

Applications invited for above resident appointments, all vacant 
Ist August, 1957. Each appointment is for a period of 6 months 
and is open to pre-registration dua’ 

Applications, with testimonials or names of referees, to the 
Hospital Secretary not later than Ist July, 1957. 
MANCHESTER. ROYAL MANCHESTER CHILDREN’S 
HOSPITAL, a, near MANCHESTER. SALFORD HOSPITAL 
MANAGEMENT CO TTEE. Applications invited for the resident 
— of SENIOR. HOUSE OFFICER (surgical) vacant Ist 

st, 1957. Post is tenable for 6 months. Candidates should 
erably have had previous peediatric experience. 

Applications. with testimonials or names of referees, to the 
Hospital Secretary not later than Ist July, 1957. 
MANCHESTER. SOUTH MANCHESTER HOSPITAL 
MANAGEMENT C ITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (anesthetics) with ~~ 
in the South Manchester Group. This post is rec 
Royal College of Surgeons for the te age an 

Applications, stating age, present post, experience and the 
names of 2 referees, to be forwarded immediately to the Group 
Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS. FIRST ASSISTANT (R apes | 
grade). There will very shortly be a vacancy in this 
ap lications are invited from suitable candidates (colar, 

ational scale). There is an establishment of 5 hua 
Asstotamte "2 of Senior Registrar grade and 2 of 
grade. Initially the a ee will be for 1 year, Bn 
gemmally for a second year. The post is non-resident. The 
duties include very considerable clinical responsibility for 
obstetrical and gynsco —, cases, 2s cases dealt. with 
in the “ Flying-squad ” servi — The supervision of House 
Officers and some teaching of undergraduate medical students 
are also involved. Candida’ must therefore have had full 
previous experience in obstetrics and gynecology. A higher 
qualification is desirable. 

Forms of application may be obtained from the undersigned. 
The closing date is 30th Jane, 1957. 

— 2 WISE, General Superintendent. 

Saint Mary’s Hospitals,’ Whitworth Park, Manchester. 13. 





MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. plications 
are invited for the post of SENIOR HOUSE OFFICER (surgical) 
including casualt; cx. vacant immediately. The post is 
recognised for S. and possession of the primary F.R.C.S. 
will be an ov Bee wg The Hospital is recognised by the Man- 
chester University for the teaching of undergraduate students. 

Applications, with full details, to the Group Secretary, 
Withington Hospital, immediately. 
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MANCHESTER, 20. WITHINGTON nnn tay South 


MANCHESTER HOSPITAL MANAGEMENT COMM Applica- 
tions are invited for the post of RESIDENT. CLINICAL 
PATHOLOGIST (Senior House Officer grade), vacant on 


2nd September, 1957. Previous experience in pathology not 
essential, the post affording opportunities for gaining experience 
in all branches of clinical pathology. 

Applications, stating age, qualifications, present post, experi- 
ence, and the names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 
MANCHESTER, 20. WITHINGTON HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEE, Locum 
SENIOR HOUSE OFFICER (medical) required at the above 
Hospital for 2 months commencing approximately 22nd July. 

Applications, with full details, to the Group Secretary at the 

Hospital immediately. 
MANSFIELD. RANSOM HOSPITAL, Rainworth, near 
MANSFIELD. (205 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time REGISTRAR or SENIOR HOUSE OFFICER 
(chest diseases) required for the Hospital. Thoracic surgery 
undertaken. Experience also available in chest clinic work and 
non-tuberculous chest diseases. Married quarters available. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by Ist July, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MIDDLESBROUGH. NORTH RIDING INFIRMARY 
(Eye, Ear Nose and Throat Centre—114 Beds.) TEES-SIDE 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of Locum SENIOR HOUSE OFFICER 
(ophthalmology) at the above-named Hospital. 

Applications, with full details, should be addressed, as soon 
as possible, to the Hospital at A 
MITCHAM JUNCTION, 8U WANDLE VALLEY 
HOSPITAL. RESIDENT MEDIC cAL OFFICER (Senior House 
Officer grade), vacant 9th August. The Hospital contains 
152 Beds for infectious diseases and geriatric cases. 

Applications, stating age, qualifications and experience, with 

the names of referees, should be sent to the Group Secretary, 
St. Helier Hospital, Carshalton, Surrey. 
MONTROSE, ANGUS, SCOTLAND. ROYAL MENTAL 
HOSPITAL. (944 Beds.) Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER (Male or Female). 
An attractive, self-contained, unfurnished house is available for 
a married man. Single furnished quarters are also available. All 
subject to appropriate deductions. Previous experience in 
psychiatry is not essential. Salary and conditions of service in 
accordance with national scale. 

Applications, stating age, qualifications, 
together with the names and addresses of 2 referees, s 
forwarded immediately to the Physician-Superintendent. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA COMMITTEE FOR CUMBERLAND AND NORTH WESTMORLAND. 
ORTHOPAZ.DIC REGISTRAR required for Cumberland 
Infirmary, Carlisle (340 Beds). Appointment for 1 year, with 
aap a of extension for second year. Residence provided 
for single doctor, if required. 

Applications, with names of up to 3 referees, to Senior Adminis- 


and cuperien, 
ould be 


t ry: ve Medical Officer, 72, ‘Warwick-road, Carlisle, within 
14 days. Seo ee aero 
NEWCASTLE REGIONAL HOSPITAL: BOARD. Senior 


REGISTRAR PHYSICIAN (whole-time), Durham Group of 
hospitals—main hospital Dryburn (303 Beds). Post available 
from ist October, 1957. Single accommodation available. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, peroneal Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE, 6. WALKER GATE HOSPITAL, Benfield- 
road. NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the pre-registration post of 
HOUSE PHYSICIAN in the Medical Unit of the above Hospital 

vacant as from 7th July, 1957. The work is mainly pediatrics 
oad sous a tions, together with certain routine duties in the 
E.N Init 

Applications, together with the names of 2 referees, to be sent 

to = Hospital Secretary, Walker Gate Hospital, as soon as 
possible. 
NEWMARKET GENERAL HOSPITAL. Applications are 
inviteau for the post of HOUSE SURGEON, vacant 27th July. 
1957. Duties include surgical house charge of general surgical 
and some — cases. Post resident and available for 6 mpnths, 
recognised for pre- registration. 

Applications, with copies of 3 testimonials, to the Medical 

Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Immediate vacancy for SENIOR HOUSE OFFICER or for 
IIOUSE OFFICER (Casualty Department), to work in con- 
junction with another Casualty Officer. Recognised for F.R.C.S. 
and (junior post) for medical pre-registration. Appointment to 
30th September, 1957, or to 3lst March, 1958, according to 
arrangement at interview. 

Applications to 8S. C. HILL, Superintendent. 
NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER, duties to commence on 
Ist July, 1957. Salary and conditions of service in accordance 
with Ministry regulations. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Not ingham. 


NOTTINGHAM GENERAL HOSPITAL. Resident pre- 


registration or registered HOUSE SURGEONS required 
immediately, 30th June and 31st July. 
Applications, stating age, qualifications and nationality, 


together with copies of testimonials, to be sent to the Group 
Secretary. 
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NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE PHYSICIANS required 31st July. 

Applications, stating age, qualifications and nationality, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Appli- 
eations are invited for the post of HOUSE PHYSICIAN, vacant 
25th July, 1957. oe ey for pre-registration purposes. 

Applications, stating nationality, qualifications and 
yaa epee together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. _ 
NOTTINGHAM. HEATHFIELD HOSPITAL, Hucknalil- 
road, NOTTINGHAM. (Infectious Diseases.) Resident Locum 
MEDICAL OFFICER (Male or Female) required for holiday 
gertoe of 8 weeks comemnensies 9th July, 1957. Junior Hospital 

edical Officer rate of £19 5s. per week, less residential emolu- 
ments. Previous fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon as 
possible to Physician-Superintendent. 
je hang po “HIGHBURY HOSPITAL, Buiwell, 

GHAM. Applications are invited for SENIOR HOUSE 
OFFICER, Obstetrical and Gynsecological Department of 
41 obstetric beds, 11 gynecological beds and a small block for 
puerperal pyrexia. Duties to commence on Ist August, 1957. 
The Hospital is recognised for the M.R.C.O.G. (obstetrics only). 
Previous obstetrics experience required. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of recent testimonials, to be 
sent to the Secretary. 

OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time) in Anssthetics to the vty Mey te Group of 
hospitals. Post provides good experience in all branches and is 

recognised for the F.F.A.R.C.S. Single accommodation available. 

Applications, on forms obtainable from the retary, 

Registrar Committee, 43, Banbury-road, Oxford, to reach him 
by 29th June. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in General Surgery to the hospitals of the Reading Area. The 
appointment will be for 1 year and eligible for extension to 2 
years. Single accommodation is available in the Hospital, but 
the successful candidate will be permitted to live out if he or she 
so desires. 

Applications, 

Registrar Committee, 43, Banbury-road, Oxford, should reach 
him by 29th June. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time, resident) in E.N.T. Surgery to the hospitals of the 
Northampton/Kettering area, mainly at Northampton General 
Hospital. Vacant lst October for , year eligible for extension to 
2 years. Recognised for the F.R.C 

"Nooliectionn. on forms kdaicali from Secretary, Registrar 

a ~ 43, Banbury-road, Oxford, should reach him by 
uly. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for the post of a SENIOR HOUSE PHYSICIAN 
at the Churchill Hospital under the Regius Professor of Medicine 
and the General Physicians, to commence on Ist August for 
4 = in the first instance, eligible for an extension of a further 
.— hs. 
pplications, with names of 2 referees, to the Administrator, 
Rade iffe Infirmary, Oxford, should be received not later than 
29th June. 
UNITED OXFORD HOSPITALS. Cowley 
ROAD HOSPITAL. REGISTRAR required in the above Hospital 
which is concerned with the treatment of acute and long-stay 
geriatric patients. Previous experience in this specialty desirable 
but not essential. Excellent training facilities for higher medical 
wo 
nee. on forms obtainable from the Administrator, 
Poe : nfirmary, Oxford, should be received not later than 
une. 


OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for a SENIOR HOUSE OFFICER at the 
Cowley Road Hospital which is concerned with the nent 
of acute and long-stay geriatric patients. This post will b 
vacant with effect from ist August, 1957, for é months in 
the first instance. 

Applications, with names of 2 referees, to the Administrator, 
Radcliffe indemeey, Oxford, should be received not later than 
30th June, 1957. 

UNITED OXFORD HOSPITALS. Appli- 
cations are invited for post of NON-RESIDENT REGISTRAR 
to the ~— Professor of Medicine, Radcliffe Infirmary, com- 
mencing in August. This post will be for 1 Rag in the first 
=e eligible for extension to a seco’ second y 

Appmcations, on forms obtainable from the. ‘Administrator, 

Radcliffe Infirmary, Oxford, should be received not later than 
30th June, 1957. 
PAISLEY AND DISTRICT HOSPITALS BOARD OF 
MANAGEMENT. MATERNITY UNIT. HOUSE OFFICER fequired 
for term commencing Ist August, 1957. Applicants should 
preferably have held a previous hospital post. 

Applications to Grou Medical Superintendent, 

Alexandra Infirmary, Paisley. 
PAISLEY AND DISTRICT HOSPITALS BOARD OF 
MANAGEMENT. PAISLEY I.D. HOSPITAL. Ray OFFICER 
required for Infectious Disease Unit. is recognised for 
pre-registration and becomes vacant on let” August, 1957. 

Applications to oop Medical Superintendent, Royal 

Alexandra Infirmary, Paisley. 
POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
Locum REGISTRAR in Anesthetics required for the period 
8th—21st July. 

Applications to the Hospital Secretary. 


on forms obtainable from the Secretary, 


Royal 
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nitric tla SOUTH DEVON AND EAST CORNWALL 
HOSP 

HOUSE SURGEON (pre-registration post), vacant 23rd July, 
1957. Recognised for the F.R.C.S. Freedom Fields Section. 

HOUSE SURGEON (pre-registration post), vacant Ist July, 
1957. Recognised for the F.R.C.S. Devonport Section. 

Applications, stating age, nationality, and experience, with 
names of 3 referees, to be sent to the undersigned as soon 
as possible. 

F. HALL, Deputy Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 
PONTYPRIDD AND RHONDDA HOSPITAL MANAGE- 
MENT COMMITTEE. 

East Glamorgan Hospital, Church Village, near 
Pontypridd (316 Beds and large Outpatient Department. 
Committee’s Base Hospital serving population of 174,000. 
Bescgued . # eearenene F.R.C.S., D.C.H 

SENIOR ag se ig bt cea (obstetrics and gynsecology), 
vacant on 26th J 57. - 
SENIOR HOUSE OFFICER (anesthetics), to commence 
Ist August, 1957. 
SENIOR HOUSE OFFICERS (medicine), to commence 
lst August, 1957. 
SENIOR gee OFFICER (pediatrics), to commence 
Ist, August, 
2 HOUSE OFFICERS (medicine), to commence Ist August, 


HOUSE OFFICER (peediatrics), to commence Ist August, 


4 HOUSE Mae os age (surgery) (to include duties at Porth 
and District Hospital), to commence Ist August, 1957. 


HOUSE OFFICERS (obstetrics), to commence Ist August," 


Liwynypia Hospital, Liwynypia, Rhondda (50 acute 
medical beds : geriatric beds : serving area population 
of 112,000) 

SENIOR HOUSE OFFICER (medicine), to commence 
Ist August, 1957. Person appointed will have part responsibility 
for the Group Infectious Diseases Hospital. 

HOUSE OFFICER (medicine), to commence 11th August, 
1957. To also undertake duties at the Group Infectious Diseases 
Hospital when required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. : 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. PORTSMOUTH GROUP OF HOSPITALS. ANZES- 
THETIST (Sentor House Officer grade). Main duties at the 
Royal Portsmouth Hospital. Recognised for the F.F.A.R.C.S. 
Vacant Ist August, 1957. 

Applications, stating age, experience and qualifications, 
together with the names of .. , ees should be forwarded as 
soon as - men to E. H. Hu 

Saint Mary’s Hospital, Milton: ‘road, Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

Queen Alexandra Hospital (87 surgical beds) 
HOUSE SURGEON (pre-registration), vacant end of June. 
Chest Services of the Portsmouth Group 
y er! ae HOUSE OFFICER, vacant now. 
pplications, stating age, experience, and qualifications, 
casi r with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 

READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER for E.N.T. Depart- 
ment, Royal Berkshire Hospital, Reading (40 Beds). Post recog- 
nised for D.L.O. 

Applications, stating age, nationality, experience and qualifi- 

cations, together with names of 2 referees, should be sent to 
Group Secretary, 3, Craven-road, Reading. 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. AP ne are invited for the post of RESIDENT 
SENIOR SE OFFICER (area Accident and Orthopedic 
ee eal eg vacant immediately. Recognised for F.R.C.S. 
Duties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person appointed will work with 
Registrar and House Officers 

Apply, stating nationality, present post, and qualifications 

with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON in the 
Accident and Orthopedic Department. Post vacant Ist 
August. F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 

present post, with 1 copy of recent testimonial, to Hospital 
Secretary. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNZCOLOGY. (100 Beds.) Applications 
are invited from weapon’ | medical practitioners for the resident 
post of HOUSE SUR ON to the above Department. The 
appointment, which is ee on ist July, 1957, is for 1 year, 
with 6 months gynecology at the Royal Berkshire Hospital, 
and 6 months in the Maternity Unit at Battle Hospital. Both 
ers are recognised for the Diplomas of the Royal 
College of Obstetricians and Gynsecologists. 

Write, stating age and qualifications with dates, nationality, 
and present See with copy of 1 recent testimonial, ‘to Secretary, 
Royal Berkshire Hospital, Reading. : 
ROMFORD. OLDCHURCH HOSPITAL. Anesthetic 
REGISTRAR required as holiday Locum immediately. 

Apply for further particulars by letter or phone to Medical 
Superintendent. 





ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident or non-resident ) 
required for duties in the Casualty Department. Available for 
Male or Female applicants. This is a large General Hospital 
with specialised departments dealing with all types of acute 
medical and surgical cases. The post affords good opportunity 
for gaining tuition and experience. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital. Romford. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) ORT HOP AZDIC HOUSE SURGEON (resident) required 
in the Orthopedic and Accident Unit from 17th June, 1957. 
The service consists of 100 beds equally divided between traum- 
atic surgery and “cold” orthopedics. Post is recognised for 
pre-registration purposes and for F.R.C.S. 

Applications to be sent to Group eerenry: Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as possible. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) GY NASCOLOGICAL HOUSE SURGEON (Male or 
Female), required. Unit comprises 35 gynecological and 6 
maternity beds. Resident post open to either pre-registration 
applicants or to fully qualified practitioners. 

Applications to Medical Superintendent as soon as possible. 
Hospital may be seen by arrangement (Tel. Romford 7711). 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT "HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Soswstesy. Romford 
Group Hospital Management Committee, Oldch Hospital, 
Romford. 

RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. 

St. James Hospital, Tredegar, Mon. (38 general medicine, 

75 chronic sick, and 43 obstetric beds). Married quarters 

HOUSE PHYSICIAN (from 5th August). 

OBSTETRIC HOUSE OFFICER (30th July). 

Tredegar General Hospital (20 miles from Newport. 

Mon., and 24 from City of Cardiff; 6 miles from the 
Vale of Usk). Surgical Unit of 50 Beds with also 6 
orthopeedic beds under daily supervision of Consultant 
Surgeon and visiting supervision of Orthopedic Surgeon. 
Busy Outpatient, Casualty, and Radiology Departments. 
Married quarters 

HOUSE SURGEON (lst August). 

Caerphilly District Hospital, Caerphilly, Glam. 
(Acute general hospital—228 Beds), 6 miles from City of 
Cardiff. Married quarters may be available 

— HOUSE OFFICER (immediate) on general surgical 

wards 

HOUSE SURGEONS (lst August )—2 vacancies. 

HOUSE PHYSICIAN (list August). 

HOUSE OFFICER (obstetrics and gynecology) (1st August). 

Applications to the Group Secretary, Central Offices, Caer- 
philly-road, Ystrad Mynach, Hengoed, Glam. a a. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT OOMMITTEE. HOUSE OFFICERS (medicine), pre- 
registration, required at Birch Hill Hospital. 3 pane posts 
shortly available. Interviewing date 9th July, 195 

Apply at once to Group Secretary, Central panes. Birch Hill 
Hospital, Rochdale, Lancs. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Locum RESIDENT SURGICAL OFFICER 
(Registrar grade) required at Birch Hill Hospital for approxi- 
—— 3 weeks in July. 

pply at once to Group Secretary, Central Offices, Birch 
Hill PE cspital, _Rochdale. 
ROCHDALE GROUP OF HOSPITALS invites applica- 
tions from newly qualified medical practitioners for 1 year 
rotating pre-registration posts. The first 6 months will be spent 
as HOUSE SURGEONS (2 months casualty, 4 months general 
surgery), and the second 6 months as HOUSE PHYSICIANS 
or OBSTETRICS AND GYNASCOLOGICAL HOUSE SUR- 
oo 3 posts vacant shortly. Interviewing date 9th July, 

Die 

Immediate applications to Group Secretary, Central Offices, 
Birch Hill Hospital, Rochdale. 

ROCHFORD, ESSEX. GENERAL HOSPITAL. Locum 
MEDICAL REGISTRAR required at the above Hospital, from 
6th to 20th July, 1957, inclusive. 

Applications to the undersigned as soon as Fay 

J. C. FIELD, Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. Locum 
HOUSE OFFICER required in the Obstetric Unit at the above 
Hospital, from Ist to 14th July, 1957. 

Applications to the undersigned as soon as possible. 

. ©. FYELb, Secretary. 
SHEFFIELD. CITY GENERAL HOSPITAL. (652 Beds. 
Recognised for Final Fellowship examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (thoracic surgery) required. Appointment for 1 year in 
first instance. General Hospital with Regional Department of 
Cardiology. Thoracic Surgical Unit deals with tuberculous and 
non-tuberculous cases. Previous.thoracic surgical experience 








desirable. 
Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, Ist July, 1957, giving age, 


nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of SENIOR HOUSE OFFICER 
to the Medical Professorial Unit at the Royal Hospital. Post 
vacant Ist September, 1957. 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 15th July, 
1957, to the Superintendent, Royal Hospital, Sheffield, 1. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT SENIOR REGISTRAR in Children’s 
Psychiatry required. The post, intended to give experience with 
a view to specialising in children’s psychiatry, is attached to the 
Mapperley Hospital, Nottingham, but is integrated with the 
child guidance clinics of the Nottingham City and County 
Councils. D.P.M. essential. A flat is available. Appointment for 
1 year in first instance, reviewable annually. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 8th July, 1957. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited for the 


post of REGISTRAR ANAESTHETIST (resident or non- 
resident ) at above Hospital, which is recognised for the 
F.F.A.R.C.S. Post vacant 5th October. 


Further details and application forms obtainable from, and 

should be returned to, Group Secretary, Odstock Hospital, 
Salisbury, Wilts, within 10 days of the appearance of this 
advertisement. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order from 
19th August, 1957, for a period of 6 months in each post. The 
post is open to pre-registration candidates. 


Apply, naming 2 referees, to Group Secretary, Salisbury 
grep Hospital Management Committee, Odstock Hospital, 
Salisbury. 


SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE, Applications are invited for the post of 
PZ,DIATRIC SENIOR HOUSE OFFICER which becomes 
vacant on 8th July, 1957, for a period of 12 months. Applicant 
holding the D.C.H. preferred. The department comprises 120 
Beds, including medical, surgical, and infant wards, also an 
Outpatients Department. The pediatric staff supervise the 
neonatal nurseries of the Obstetrical Department (approximately 
70 lying-in beds). 

Applications, «tating details of experience and qualifications, 
together with the names and addresses of 3 referees, should be 
addressed to the Hospital Secretary as soon as possible. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in E.N.T. Surgery at the Royal 
Infirmary of Edinburgh, vacant on 25th August, 1957. 

App.y, giving particulars of age, qualifications and previous 
experience, together with the names of 2 referees, to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 13th July. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Obstetrics and Gynecology at 
the Elsie Inglis, Bruntsfield and Longmore Hospitals, Edinburgh, 
vacant on 18th September, 1957. The successful applicant may 
be required to reside in the Elsie Inglis Hospital. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 
11, Drumsheugh-gardens, Edinburgh, 3, by 13th July, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :-— 

SENIOR REGISTRAR in Psychiatry for duties at the 

Glasgow Royal Mental Hospital and associated clinics. 

REGISTRAR in Surgery based at Law Hospital, Carluke. 


REGISTRAR in Surgery based at the Royal Alexandra 
Infirmary, Paisley. 
REGISTRAR in Pathology based at the Dumfries and 


Galloway Royal Infirmary, Dumfries. 
REGISTRAR in Pathology based at the Victoria Infirmary, 
Glasgow. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 6th July, 1957. 
SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN (pre- 
registration or otherwise), vacant Ist August, 1957. 


; Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 


THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
Ist August, 1957. Pre-registration candidates eligible. Recog- 
nised for the F.R.C.S. 

_ Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary. Shrewsbury. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Locum 
PZDIATRIC REGISTRAR required from 14th July to 3rd 
August, 1957, inclusive. 

Applications, &c., to be sent to the undersigned as soon as 
possible. ae J. C. FIELD, Secretary. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Locum 
ORTHOPASDIC REGISTRAR required from 13th July to 
lith August, 1957, inclusive. 

Applications, &c., to be sent to the undersigned as soon as 
possible. J ’, FIELD, Secretary. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited for the post of DEPUTY CASUALTY 
OFFICER (Senior House Officer grade) with duties in the 
Fracture and Orthopedic Department for a period of approxi- 
mately 5 months to end of October. Post resident. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials, to reach the undersigned as soon 
as possible. “J.C. FIELD, Secretary. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE’ SURGEON required. Pre-registration 
candidates eligible. 

Applications. with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
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SOUTHAMPTON GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER (anesthetics) for the Anesthetic Depart- 
ment of the Southampton Group of hospitals. Special facilities 
for working for F.F.A.R.C.S. and D.A. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPA.DIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee. Bullar-street. Sonthampton. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment in the Medway and 
Gravesend Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs (England and Wales), and will be for 
1 year in the first instance. ‘ 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 6th July, 1957. 
SOUTHPORT GENERAL INFIRMARY. (189 Beds. 
Recognised for pre-registration and F.R.C.S.) 

HOUSE SURGEON (general surgery and gynecology). 

HOUSE SURGEON (general surgery and ophthalmology). 

HOUSE PHYSICIAN. 

Appointments vacant first half of July. 

Apply, stating age, qualifications, nationality, experience, and 
enclosing 2 recent copy testimonials, to roup Secretary, 
Southport and District Hospital Management Committee, 
Promenade Hospital, Southport. ae 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required 29th June-14th July. 
Pre-registration post—1 of 2. 

Applications, with names of 2 referees, to Secretary. __ . 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) HOUSE SURGEON 
(pre-registration post), vacant 25th July. At end of service the 
successful applicant will be considered for appointment to a 
pre-registration post of House Physician if he or she has not 
held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. aa ata 
STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) HOUSE 
PHYSICIAN (pre-registration post), vacant 22nd July. At 
end of service the successful ——— will be considered for 
appointment to a yak gpm on post of House Surgeon if 
he or she has not held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. : 7 
STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts, which are approved for pre-registration purposes :— 

Stockport Infirmary (163 Beds) 

HOUSE OFFICER (general surgery and E.N.T.). Recog- 
nised for the F.R.C.S. and D.L.O. Vacant 31st July, 1957. 

HOUSE OFFICER (general surgery and gynecology). 
Recognised for the F.R.C.S. Vacant 21st August, 1957. 

HOUSE OFFICER (general surgery and ophthalmology). 
Recognised for the F.R.C.S. and D.O.M.S. Vacant lith 
September, 1957. 

Stepping Hill Hospital (531 Beds) 

HOUSE OFFICER (medicine), vacant 27th July, 1957. 

HOUSE OFFICER (medicine), vacant 31st July, 1957. 

HOUSE OFFICER (obstetrics). Recognised for the D.Obst. 
R.C.0.G. Vacant 3rd September, 1957. 

Applications, with copies of 2 testimonials, to the Group 
Secretary, 59B, Shaw-heath, Stockport, to be received by 3rd 
July, 1957. Ps yan a AIRS 
STOCKTON-ON-TEES. SEDGEFIELD GENERAL HOS- 
PITAL. SEDGEFIELD HOSPITAL MANAGEMENT COMMITTEE. Appli- 
eations are invited for the appointment of SENIOR HOUSE 
OFFICER (orthopedics). Full Consultant staff employed ; 
post recognised in connection with F.R.C.S. examinations ; 
modern self-contained furnished flat available at low rental. 

Applications to the undersigned immediately. 

L. Watson, Group Secretary. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL 
Applications invited for HOUSE OFFICER (medical),- vacant 
early July. Recognised pre-registration post. 

Detailed applications to Group Secretary, Hospital Manage- 
ment Committee, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN (general medicine) 
with dermatology. Vacant early July. Pre-registration post. 

Detailed applications, with copy testimonials, to Grou 

Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (general 
ry xf ) required. Pre-registration post. Hospital recognised 
‘or F.R.C.S. 

Detailed applications, 
Secretary, Hospital Management Committee, 
Stoke-on-Trent. 


with copy testimonials, to Grou 
Princes-road, 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general medicine) 
with pediatrics, vacant early July. Pre-registration post. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STORNOWAY. LEWIS HOSPITAL. Applications are 
invited for the post of RESIDENT HOUSE PHYSICIAN at the 

above Hospital. The post, which becomes vacant on Ist August, 
1957, is a pre-registration one and preference will be given to 
applicants with previous hospital experience. 

Applications, together with copies of testimonials, should be 
sent immediately to— 

Mr. IAN MACLEOD, Secretary and Finance Officer, 

Lews and Harris Hospitals Board of Management. 
ST. ALBANS, HERTFORDSHIRE. HARPERBURY 
HOSPITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR required at above Hospital. This is a 
modern hospital where 1729 mental defectives of all types and 
ages are under care. Approved for D.P.M. Hospital may be 
visited by direct appointment. ~- 

Application forms obtainable from, and returnable to, Group 

Secretary, Hospital Management Committee, Harperbury Hos- 
pital, St. Albans, Herts. 
SWANSEA. MORRISTON HOSPITAL. (501 Beds.) 
GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of SENIOR HOUSE OFFICER in the 
Casualty Department of the above Hospital. 

Full particulars, stating age, qualifications, and experience, 
together with copies,of 2 recent testimonials, should be sent to 
the Medical Superintendent of the Hospital. 

T. E. JongEs, Group Secretary. 


SWANSEA. MOUNT PLEASANT HOSPITAL. (236 
Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the resident post of SENIOR HOUSE 
OFFICER in Obstetrics for the Maternity Unit of 40 Beds at 
the above Hospital. The post, which will become vacant on 
llth August, 1957, is for a period of 12 months, and is recognised 
for the D.Obst.R.C.0.G. examination. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent to 
the Hospital Secretary not later than 28th June, 1957. 

T. E. Jonns, Group Secretary. 

SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for the appointment of 
SENIOR HOUSE OFFICER as Casualty Officer and Orthopedic 
House Surgeon at Great Western Hospital, Swindon, vacant 
25th June. Post recognised by R.C.S. for 6 months of years 
training under Fellowship regulations. Work of Accident and 
Orthopedic Centre (Wingfield Morris Orthopredic Hospital), 
Oxford, includes large number of industrial injuries. Salary 
£819 10s. p.a., less charge for residential emoluments. 

Full details and names of 3 referees to Secretary, 7, Okus-road, 
Swindon, Wilts, immediately. 

SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SWINDON HOSPITALS. Applications invited 
for post of RESIDENT HOUSE SURGEON for General Surgical 
Unit of 80 Beds at Victoria Hospital. Recognised for F.R.C.S. 
and train under pre-registration internship regulations, and 
vacant on 3rd July, 1957. Married accommodation von. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 

road, Swindon, as soon as possible. 


SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SWINDON HOSPITALS. Applications invited for post 
of RESIDENT HOUSE PHYSICIAN in acute Medical Unit of 
64 Beds at St. Margaret’s Hospital. Recognised for training 
under pre-registration internship regulations and vacant on 
5th July, 1957. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately. 


TAUNTON (near), TONE VALE GROUP HOSPITAL 
MANAGEMENT COMMITTEE, NORTON FITZWARREN, near TAUNTON, 
SOMERSET. Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER with duties mainly 
at Tone Vale Hospital, a modern psychiatric hospital of 1100 
Beds, treating all forms of mental and nervous disorder and 
including a unit for psychotic children. The post provides an 
excellent opportunity for postgraduate training in psychiatry, 
including outpatient clinic work, and particularly the study of 
child psychiatry not only with psychotic children in the unit at 
the Hospital but also attendance at child guidance clinics in the 
county. Every facility is provided for study for the D.P.M. 
and facilities are also available for research and opportunities for 
work for the M.D. Degree. vious holders of this post have 
been granted special study leave. Accommodation at a moderate 
charge is available for single or married officer. The appointment 
will, in the first instance, be limited to 3 years and will be subject 
to the terms and conditions of service for hospital medical staff 
(present salary scale £852 10s.-£1182 10s. p.a.). 

Applications, giving de of age, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be forwarded to the Group Secretary within 10 days of the 
appearance of this advertisement. 


WELSH REGIONAL HOSPITAL BOARD. 
REGISTRAR (pediatrics) based Merthyr General Hospital, 
a serve Merthyr and Aberdare Hospital Management 


REGISTRAR (orthopeedics), Royal Gwent Hos ape, Newport. 
Separate Fracture and Orthopedic Unit (36 Be Own Out- 
patient, X-ray, and Rehabilitation Departments. ‘Non-resident. 

REGISTRAR (obstetrics and gynecology), West Wales 
= Hospital, Carmarthen (22 obstetric, 18 gynecology 

e 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 


| WATFORD, HERTFORDSHIR 





WELSH REGIONAL HOSPITAL BOARD. - 

REGISTRAR (general surgery), Maelor General and War 
Memorial Hospitals, Wrexham. Resident/non-resident. Hospital 
recognised for F.R.C.S. 

REGISTRAR (obstetrics and gyneec cology ), Morriston Hospital. 
Resident. Post recognised for M.R.C.O 

REGISTRAR (general surgery), Neath General pane. 
Resident/non-resident. Hospital recognised for F.R.C 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 

Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER required for Orthopedic Surgery 
Department. Salary £819 10s. p.a., less £150 charge for accom- 
modation. 

Applications, giving full cotete and 2 names for reference, to— 

. BOWRING, Group Secretary. 

Pinderfields General Hospital. w akefield. __ : 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited from fully registered HOUSE OFFICERS 
for appointment to :— 

(a) The Orthopedic Surgery Department. 

(b) The Thoracic Surgery Department. 
£577 10s. p.a. Residential accommodation at charge of £125 p.a. 

Address written ap Lope ete giving full particulars of experi- 
ence, and 2 names an one for reference, to— 
W. BowRIne, Group Secretary. 

Pinderfields General Hospital, Wakefield. op 
WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of RESIDENT ANACSTHETIST (Male 
or Female) (graded as Senior House Officer), vacant Ist July. 
The Hospital is recognised for the D.A. examination. Salary is 
£819 10s. p.a., less a deduction of £150 p.a. for residential 
emoluments. 

a stating qualifications and experience, should be 
sent to— HENRY L. Boot, Group Secre' 

Warrington and District Hospital Management Committee. 

c/o General Hospital, wornewn: Lancs. 

PEACE MEMORIAL 
HOSPITAL. (208 Beds.) ORTHOPADIC HOUSE SURGEON 
(with certain casualty duties) required. Post recognised for 
F.R.C.S.(Eng.) examination. Intermediate or Senior post 
Gopanding on experience fee Orthopedic Unit (30 Beds). The 

Orthopecdic Service is in charge of a Consultant and Registrar 
closely associated with a Postgraduate Teaching Hospital. 

Applications, with copies of 2 testimonials, to the ON imiale- 

trator. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre- 
registration post and is recognised for F.R.C.S, Salary according 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. pe Saget Ze Lact 
WATFORD, HERTFORDSHIRE. HOLYWELL HOS- 
PITAL. (82 Beds.) Applications are invited for the post of 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer grade). Care of infectious diseases 34 beds, tuberculosis 
32 Beds, chest medicine 16 Beds. The duties are light, but a 
wide variety of clinical material is seen at the Hospital. Ample 
time available for reading. The Hospital is within reach of 
London Teaching classes. 

Applications to Dr. C. W. C. KaRRAN, Shrodells Hospital, 

Watford, Herts, as soon as possible. 
WATFORD. SHRODELLS HOSPITAL. (General Hospital 
—320 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER to the Geriatric Unit, a modern unit of 180 
Beds. Adequate time for reading. The Hospital is within reach 
of London teaching classes. 

Applications, Conair with copies of 2 testimonials, should 
réach the Medical Officer-in-charge as soon as possible. 
WESTON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) _——— 
pe ~~ above Hospital. The appointment is recognised f 





.C.S. examinations. 
Applications, stating age, qualifications, and empertenee. 
together with names and addresses of 2 referees, should be 


addressed to Group Secretary, Weston-super-Mare Hospital 
Management Committee. 
WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. HOUSE PHYSICIAN, vacant Ist July. Pre-registration. 
Applications, with 3 rec ent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 
WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL. HOUSE SURGEON, vacant immediately. Pre-registra- 


tion. 

‘Applications, with 3 recent testimonials, to Group Secretary, 

West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. Senior 
HOUSE OFFICER required as sole resident for 45 obstetric 
beds. Post recognised for D.Obst.R.C.O.G. Married quarters 
available. 

__ Applications to Secretary. _ 

WOLVERHAMPTON AND MIDLAND COUNTIES EYE 
INFIRMARY. SENIOR HOUSE OFFICER required. 100 Beds 
and busy Outpatient Department. Recognised for F.R.O.S. and 
D.O. examinations. 

Applications to Secretary as soon as possible. __ 
WOLVERHAMPTON. THE ROYAL HOSPITAL. ~ (An 
Associated Hospital of the Birmingham s"ee Medical 
School.) Pre-registration HOUSE OFFIC Vacancies in 
Medicine occur on 17th and 21st July, 1 

Please apply, with copies of 2 XS to Hospital 
Secretary. 
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WOLVERHAMPTON GROUP. 
JUNIOR PATHOLOGIST required. 
Medical Officer grade. 


The Royal Hospital. 
Salary in Junior Hospital 
Compre hensive service offering wide 
experience and training. Experience in specialty not essential. 
Post vacant shortly. Candidates may visit Pathologist. 

Applications to Group Secretary, The Royal Hospital, Wolver- 
hampton, by 28th June, 1957. 
WORKINGTON INFIRMARY, Cumberland. (155 Beds. 
Pre-registration post. Recognised F.R.C.S. (Ed.).) HOUSE 
SURGEON (first, second, or Senior House Officer post), vacant 
end of July. 

Detailed applications, 
Secretary. 
WEST MALLING, KENT. 
COLONY FOR MENTAL DEFECTIVES. (1521 Beds.) JUNIOR 
HOSPITAL _ MEDIC AL OFFICER required. Salary scale 
£852 10s.-£55-£1182 10s. a year. Appointment is subject to the 
terms and rom lad of service for bospital medical and dental 
staffs and is for a period of 3 years in the first instance. Far- 
nished or unfurnished accommodation available for married 


with dates and narhes of 2 referees, to 


LEYBOURNE GRANGE 


officer. Ample facilities for study. 
Applications, with full details as to age, nationality, quali- 
fications, present post, and previous experience, together with 


names and addresses of 2 referees, to the Group Secretary as soon 
as possible. 

WINDSOR. KING EDWARD Vil HOSPITAL. Casualty 
OFFICER required, Senior House Officer grade. Department 
forms part of Accident Service of Windsor Group. Duties include 
House Surgeon to E.N.T. and Eye Departments. Previous 
experience in treatment of acute injuries desirable. 

Applications, stating age, qualifications with dates, nationality, 

with copies of recent testimonials, to Secretary. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds. ) Applications are invited for the post of HOUSE 
PHYSICIAN at the above Hospital to commence duties on 
Ist August, 1957. The post is recognised for pre-registration 
purposes. 

Applications, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of HOUSE SUR- 
GEON at the above Hospital, to commence duties on Ist August, 
1957. The appointment is recognised for the Diploma of F.R.C.8. 
(Eng. and Edin.) and is a pre-registration post. 

Applications, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon as 
possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of HOUSE PHYSICIAN 
at the above Hospital to commence duties on Ist August, 1957. 
The post is recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the post of HOUSE SURGEON 
at the above Hospital, to commence duties on Ist August, 
1957. The appointment is recognised for the Diploma of F.R.C.S. 
(Eng. and Edin.) and is a pre-registration post. 

Applic ations, stating age, nationality, qualifications and 

experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
WREXHAM (near). TREVALYN MANOR MATERNITY 
HOSPITAL, ROSSEIT, near WREXHAM. (47 Beds.) Applications 
are invited for the post of HOUSE SURGEON at the above 
Hospital, to commence duties on Ist August, 1957. The Hos- 
pital is recognised by the Central Midwives Board as a Part II 
Midwifery Training School and deals with normal and abnormal 
midwifery. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
YORK. NABURN AND BOOTHAM PARK HOSPITAL. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT COMMITTEE. 
There will shortly be a vacancy for a JUNIOR HOSPITAL 
MEDICAL OFFICER in Psychiatry at this Hospital of 630 
Beds including Health Service, Amenity and Private categories. 
The annual admission-rate is over 550 and the inpatient and 
outpatient work offers experience in all branches of psychiatry. 
Emphasis is laid upon the social factors in psychiatric illness ; 
the Hospital is an integral part of the York Comprehensive 
Mental Health Service. Preference will be given to candidates 
who wish to avail themselves of the facilities offered to attend 
the D.P.M. Course at Leeds University. 

Applications, giving details of career with the names of 3 
referees, should be sent to the Physician-Superintendent, 
Bootham Park, York, not later than 12th July. 

DUBLIN. ROYAL VICTORIA EYE AND EAR HOSPITAL. 
Applications are invited for the post of CLINICAL ASSISTANT 
in the Eye Department of above Hospital. 

Applications, stating e, qualifications, and experience, to 
be addressed to the Hospital Secretary before 30th June, 1957. 


CHANNEL ISLANDS. JERSEY GENERAL HOSPITAL. 
Applications are invited for the post of MEDICAL OFFICER 
which will be vacant on 10th July, 1957, in the above Hospital. 
The appointment is fot 6 months but is renewable for a further 
6 months. Salary scale from £650 to £850 p.a., less £125 p.a. 
residential emoluments according to experience 

Early applications to be submitted to the President, Public 
Health Committee, General Hospital, Jersey, C.1. 
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CHANNEL ISLANDS. JERSEY GENERAL HOSPITAL. 
Applications are invited for the post of CASUALTY OFFICER 
which will be vacant on Ist September, 1957. The appointment 
is for 12 months, but is renewable for a further 12 months. Salary 
£850 p.a., less £125 p.a. for residential emoluments. 

Applications to be submitted not later than 13th July, 1957, 
~ the ae Public Health Committee, General Hospital, 

ersey, C.I. 
fORTHERN [IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as TUTOR/ 
REGISTRAR in Therapeutics and Pharmacology at hospitals 
managed by the Belfast Hospital Management Committee. 
The appointment will be made jointly by the Authority and the 

ueen’s University, Belfast, and will involve teaching and other 

niversity duties as Tutor in the Department of Therapeutics 
and Pharmacology. The department has charge of beds at the 
above hospitals. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, 44-46, Queen-street, Belfast, and which 
— be returned so as to be received not later than 6th July, 
CANADA. ROYAL JUBILEE HOSPITAL, Victoria, 
BRITISH COLUMBIA. l-year approved ROTATING INTERNE- 
SHIP in the above Hospital. Organised training programme. 
Stipend $175 per month, plus accommodation. Married internes 
may live out of the Hospital. 2 weeks vacation. British and 
American graduates only. 

Applications or requests for further information to Medical 
Administrator, Royal Jubilee Hospital, Victoria, B.C., Canada. 
ST. JOHN’S, NEWFOUNDLAND, CANADA. GENERAL 
HOSPITAL. DEPARTMENT , PATHOLOGY. Applications are 
invited for the following po: _— 

NIOR ASSISTANT PATHOLOGIST. Salary $4500 p.a. 
At least 2 years postgraduate training in surgical and autopsy 
pathology desirable. 

INTERNE (pathology). Salary $2500 p.a. Previous experi- 
ence in pathology is not required. The Pathology Department 
is approved by the Royal College of Physicians and Surgeons of 
Canada for postgraduate training. 

Transportation to St. John’s will be paid by the Hospital. 

Applications in writing, with copies of 3 recent testimonials, 
should be forwarded as soon as possible to— 

Dr. E. WILSON, Superintendent. 

General Hospital, St. John’s, Newfoundland, Canada. 

U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning Ist July and 1st September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in al] branches of anesthesia. Affiliation with 
other hospitals 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will “ aid. Particulars will be sent as soon as application 
is received. Please enclose recent photograph with application. 


Public Appointments 


LE NE. 








BOROUGH Applications are 
invited from dul 


registered medical practitioners for the 
appointment of MEDICAL OFFICER OF HEALTH of the 
Metropolitan Borough of St. Marylebone and MEDICAL 


REFEREE of the St. Marylebone Crematorium, at an inclusive 
salary of £2445 p.a., rising by annual increments of £105 to 
£2865 p.a., plus car allowance of £100 p.a 

The official form of application and conditions of appointment 
may be obtained from the Town Clerk, Town Hall, St. Marylebone, 
W.1, to whom ——" must be sent to arrive not later than 
Monday, 15th July, 1957. Canvassing will disqualify. 
BASUTOLAND AND SWAZILAND PROTECTORATES. 
MEDICAL OFFICERS with qualifications registrable in United 
Kingdom required for general duties. Appointment on 2 years 
probation to the pensionable establishment. Salary £940—-£1515 

5. starting .point determined by age and experience. 
Following also payable :— 

(a) Cost-of-living allowance of 12% of salary up to maximum 
of £132 a year for married officers and half this rate for single 


officers 
child (up to 3 





(b) Education allowance of £50 for each 
under the age of 18) for education outside territory. 

Free passages for Officer, wife, and up to 3 children. Local 
leave permitted and generous home leave granted after each 
tour of 24-30 months. Income-tax at low local rates. 

Application’ forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/76/01). 

HER MAJESTY’S OVERSEAS CIVIL SERVICE. Medical 
OFFICERS —— uired in North Borneo for general clinical work 
in tropical and other diseases, maternity and child welfare, 
promotion of public and rural health and sanitation, with limited 
administrative duties. Must be prepared to perform emérgency 
surgery, attend midwifery cases, and travel to outlying 2 aces. 
Candidates should possess ualifications registrable in United 
Kingdom and have had at least 1 years postgraduate hospital 
a 5 D.T.M. and H. desirable but not essential. Appoint- 

ent on permanent basis with pension (non-contributory) 
1/600th of final pensionable emoluments for each completed 
month of pensionable service. Salary scale, including induce- 
ment pay, £1470-£2324. In addition, married officers with 1 
or more dependent children under 18 receive allowance of 74% 
of salary (maximum £140 a year), and an education allowance 
of £140 a year each up to 2 children between 5 and 18 years 
educated outside North Borneo. Quarters provided at low 
rental. Free passages for Officer, wife and up to 3 children under 
18 years of age. Generous leave. Income-tax at local ra’ 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/21/04). 
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HER MAJESTY’S OVERSEAS CIVIL SERVICE. Appli- 
cations invited from Doctors with qualifications registrable in 
United Kingdom for following posts in British Guiana. Diploma 
3 I tore, or Bacteriology required for (a) and D.O.M.S. or 

.R.C.S. (Eye) plus active engagements during past 3 years 
fan (b) 

(a) PATHOLOGIST for New Amsterdam and Mental 
Hospitals, to have charge of Laboratory staff, buildings and 
equipment, to supervise laboratories of Government Hospitals 
ind be responsible for training of laboratory technicians. 

(6) JUNIOR OPHTHALMOLOGIST to assist in treatment 
of eye diseases at Public Hospital, Georgetown, and other 
hospitals as required, to be responsible for indoor and outdoor 
patients including special inspections of school children and 
clinic sessions at District Hospitals. 

Salary for (a) and (b) £1600 a year plus £250 a year (non- 
pensionable ) in lieu of consultation fees. 

(c) MEDICAL OFFICERS for usual duties of Government 
Medical Officer in any part of Colony. May first be under super- 
vision of experienced Medical Officer in a Public Hospital. 
Salary scale £950-£1450 a year. . 

Appointments on permanent basis with pension (non- 
contributory) 1/600th of final pensionable emoluments for each 
completed month of service ; or on contract for 3 years resident 
service with gratuity (taxable) of 224% of salary for each 3 
months service. Candidates from National Health Service may 
retain superannuation rights (up to 6 years) and receive gratuity 
of 20% of salary on leaving overseas employment. (Only 
permanent officers are members of Her Majesty’s Overseas Civil 
Service.) Free unfurnished quarters or allowance of £100 a year 
in lieu when attached to an Institution. In districts where 
quarters available rent payable at 10% of salary. Free passages 
for Officer, wife, and children under 18 years up to 5 persons in 
all. Assisted passages for Officer and wife on leave. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/30/019). 


DERBY. COUNTY BOROUGH OF DERBY. Education 
COMMITTEE. Applications are invited for the post of SCHOOL 
MEDICAL OFFIC ER AND ASSISTANT MEDICAL OFFICER 
OF HEALTH in the Public Health Department and School 
Health Service. Salary £1050—£1475. Car allowance. Applicants 
must be duly registered medical practitioners and the possession 
of the D.P.H. or D.C.H. is desirable, though not essential. 
Duties will include work in connection with School Health and 
Child Welfare Services, and such other duties as may be required 
by the Council. The officer appointed will be required to devote 
his/her whole-time to the duties of the post, and to act under 
the instructions of the Medical Officer of Health. The post is 
superannuable, and the selected candidate will be required to 
pass a medical examination. The appointment will be held 
during the pleasure of the Council and is terminable by 2 months’ 
notice on either side. 

Application forms may be obtained from the Director of 
Education, Education Office, Becket-street, Derby, to whom 
they should be returned as soon as possible. 


DOVER. BOROUGH AND PORT OF DOVER. Appli- 
cations are invited for the whole-time appointment of DEPUTY 
MEDICAL OFFICER OF HEALTH. Candidates must be 
registered medical practitioners, preferably possessing a Diploma 
in Public Health. The duties of the appointment include Port 
Health and the Medical Inspection of Aliens at the Port of 
Dover, and the person appointed will be required immediately 
to accept office as Deputy Medical Officer of Health of the 
tural Districts of Dover and Elham, with the possible addition 
later of the areas of other local authorities. He will also be 
required to assist the Medical Officer of Health as Medical 
Officer of the Dover Isolation Hospital. Salary and increments 
will be in accordance with Whitley Council Committee C Scale 
for Deputies, viz. : £1226 13s. 4d.-£55-£1446 13s. 4d. maximum, 
plus travelling allowance, which salary is subject to possible 
increase in the event of the addition of a further area or areas as 
mentioned above. The appointment will be subject to a medical 
examination for superannuation purposes, and the person 
appointed will be required to reside in the Borough of Dover. 

Further particulars and form of application, may be obtained 
from the undersigned, to whom applications must be delivered 


not later than 8th July, 1957 
JAMES A. JOHNSON, Town Clerk. 
New Bridge House, Dover, Lith “Tune, 1957. 


GOVERNMENT OF ‘THE FEDERATION OF NIGERIA. 
ANAESTHETIST required to administer anesthetics in Govern- 
ment Hospitals in Lagos, instruct Junior Medical Officers, and 
perform such other duties as may be assigned to him. Can- 
didates must possess medical qualifications registrable in the 
United Kingdom, the Diploma in Anesthetics (if obtained prior 
to November, 1953), or Fellowship of the Faculty of Anzes- 
thetists. Appointment either as Special Grade Medical Officer 
or as Specialist. 

Appointment may be :— 

(a) On short-term contract for 1 tour of 18-24 morths with 
salary of £2664 a year, or on scale from £1536 to £2286 for Special 
Grade Medical Officer. On completion of contract a gratuity 
taxable) is paid at rate of £37 10s. for each completed period 
of 3 months service including leave. 

(6) From National Health Service, candidate retaining super- 

innuation rights and receiving gratuity (taxable) of 20% of 
.ggregate of salary. Salary £2220 a year, or from £1326 to £1950 
or Special Grade Medical Officer. 
Quarters at low rental. Free return passages for Officer and 
vife. Return passages for children, to age 18, provided this 
loes not exceed cost of 2 adult return passages in any 1 tour of 
service. Children’s (Separate Domicile) allowance of £75 a year 
vr each child under 18, ceasing if children join parents in 
Nigeria. Income-tax at low local rates. Local leave permissible 
nd generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
)ffice, London, S.W.1 (quoting No. BCD. 117/14/045). 





GOVERNMENT OF THE FEDERATION OF NIGERIA. 
MEDICAL OFFICER (Special grade) (Mental Health) required 
to undertake investigations on mental illness, to examine and 
treat institutionally or otherwise, persons suffering from mental 
illness, and to advise Government on Mental Health with 
particular reference to organisation and expansion of Mental 
Health Services, training of staff and legislation. Candidates 
must possess medical qualifications registrable in United 
Kingdom and D.P.M. or equivalent. 

Appointment :— 

(a) On short-term contract with inclusive salary from £1536 
to £2286 Ee On completion of contract gratuity (taxable) 
is paid of £37 10s. for each completed period of 3 months service 
(including leave). 

(b) From National Health Service with inclusive salary from 
£1326 to £1950 p.a., candidate retaining superannuation rights 
and receiving gratuity (taxable) of 20% of aggregate of salary 

Quarters at low rental. Free return passages for Officer and 
wife. Return passages for children, to age 18, provided cost does 
not exceed that of 2 adult return passages in any 1 tour of 
service. Children’s (Separate Domicile) allowance of £75 a 
year for each child under 18, ceasing if children join parents in 
Nigeria. Income-tax at local rates. Local leave permissible 
and generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD.117/14/050). 


GOVERNMENT OF NORTHERN RHODESIA. "Medical 
OFFICER required for Silicosis Medical Bureau. Duties 
include clinical and radiological examination of miners (European 
and African). Officer will be stationed at Kitwe and will work 
under supervision of Chairman (a Medical Specialist) of the 
Silicosis Medical Bureau. Kitwe is a town of considerable size 
with agreeable climate and many social amenities. Post offers 
excellent opportunity for experience in diseases of chest and 
research in pneumoconiosis. Appointment on permanent basis 
with pension, or short-term contract with gratuity (taxable). 
Candidates from National Health Service may retain super- 
annuation rights (up to 6 years) and receive gratuity (taxable) 
of 20% of aggregate of salary at end of engagement. Salary 
scale £1245-£2030 a year, starting salary depending upon age 
and experience. Pension for permanent appointment at rate of 
1/600th of final pensionable emoluments for each completed 
month of service. Gratuity for contract appointment £37 10s. 
for each completed 3 months of service. Free passages provided 
in both directions for Officer and wife, and assisted passages for 
children. Housing available and married candidates may take 
family. Candidates (male only) should be aged 25-35, possess 
medical qualifications registrable in United Kingdom, and have 
had at least 12 months postgraduate experience. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD. 117/3/02). 


GOVERNMENT OF BERMUDA. Government Psychia- 
TRIST (part-time) required to supervise mental treatment of 
patients at the Mental Hospital, advise on admissions and 
discharges, and on mental health programmes and undertake 
other duties as required within his specialty. Candidates must 
possess medécal qualifications registrable in the United Kingdom, 
D.P.M. or equivalent, and experience. Appointment on agree- 
ment for 3 years. Salary £2000 p.a. Cost-of-living allowance 
£150 p.a. No direct taxation. Government quarters not pro- 
vided. Rent for furnished accommodation £35—£40 per month. 
Private practice in consultant capacity may be permitted. Free 
pesmsees for Officer, wife, and children, not exceeding 5 persons 
n all. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD. 117/29/02). 
EXETER. CITY AND COUNTY OF HE CITY OF 
EXETER. SCHOOL MEDICAL OFFICER AND ASSISTANT 
MEDICAL OFFICER OF HEALTH. The duties will be mainly 
in connection with the School Health and Child Welfare Services 
but the appointed candidate will assist in other sections of the 
Department. The successful candidate will gain —t. 
experience in school health work. The possession of a D.P 
or D.C.H. would be an advantage. Whitley scales and AE 
Salary £1050-—£50-£1200-—£55-£1475. Commencing salary 
according to experience. Casual car user allowance. 

Application forms from Dr. E. D. Irvine, Medical Officer of 
Health, and Principal School Medical Officer, 5, Southernhay- 
west, Exeter, to whom they should be returned not later than 
8th July, 1957. 

14th June, 1957. C. J. NEWMAN, Town Clerk. — 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to on Inspector of Factories, 19, St. James’s- 


square, London, S.W.1 
Latest date for receipt 
District County of applications 
_LINCOLN LINCOLN” -6TH JULY, 1957 


GREENOCK. CORPORATION OF GREENOCK. Appli- 
cations are invited from registe medical practitioners for the 
post of ASSISTANT MEDICAL "OF FICER O ALTH 
(Male). Salary £1050 rising to £1475 p.a. with placing according 
to previous experience. The post is superannuable. Possession 
of a Diploma in Public Health would be an advan . The 
duties, which will be mainly in connéction with the Maternity 
and Child Welfare and School Health Services, will also include 
port health, infectious diseases, itmmunisation and vaccination, 
including B.C.G., and such other duties as the Medical Officer of 
Health may direct from time to time. A car allowance is 
payable in accordance with the scheme operated by the Cor- 
poration. Housing accommodation, if required, is available for 
the successful applicant. 

Applications, stating age, experience and qualifications and 
accompanied by copies of 3 recent testimonials, should be lodged 
with the undersigned not later than Friday, 5th July, 1957. 

JoHN LIDDELL, Town Clerk. 

Municipal Buildings, Greenock, 12th June, 1957. 
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RADIOTHERAPIST 
required by 
SASKATCHEWAN cee 3 NT OF PUBLIC HEALTH 
or 
ALLAN BLAIR MEMORIAL CLINIC, REGINA 

Salary range : $11,000—$13,500 per year (Exchange— 
£1 = $2.70 approximately). 

Re quirements.—Radiotherapist with D.M.R. (T.). A 
full range of therapeutic equipment is in use. A rotating 
cobalt unit will be installed in the near future. There is 
an active isotope laboratory. Beds are under the direct 
control of the Radiotherapist. There are approximately 
850 new cancer cases seen annually. 

How to apply.—For further information write Dr. 
T. A. Watson, Director of Cancer Services for Sask- 
atchewan, Cancer Clinic, University Hospital, Saskatoon, 
Canada. Applicants should refer to c/c4640. 


LONDON COUNTY COUNCIL. Applications are invited 
from registered medical practitioners for appointment as Whole- 
time MEDICAL OFFICER in the Public Health Department. 
Inclusive salary scale £1050-£1475. Commencing salary depen- 
dent on local government service. No emoluments. Duties are 
rimarily connected with child health. It will be an advantage 
f the candidate is experienced in maternity and child welfare 
work and the School Health Service and has the Diploma in 


Public Health. 

Application forms from the Medical Officer of Health 
(PH/D.1/1145), The County Hall, Westminster Bridge, S.E.1, 
returnable by 15th July. 

SOUTHPORT. COUNTY BOROUGH OF SOUTH- 
Lee eo are gg Soom registered Male or yomale 
edical oners th — tment of DEPUT 
MEDICA "OFFICER or "HEAL TH AND DEPUTY SCHOOL 
MEDICAL OFFICER. Applicants should pe ossess a Diploma in 
Sanitary Science, Public Health or State Medicine and should 
have had experience in a health department. Salary scale 
£1269-£55 (4)-£50 (1)-£1539, plus travelling allowance on a 

eage basis. 

Application forms and conditions of appointment may be 
obtained from the Medical Officer of Health, 2, Church-street, 
Southport, to whom applications should be sent to arrive not 
later than Ist July, 1957, with envelopes endorsed ‘“‘ Deputy 
Medical Officer of Health ” in the top left-hand corner. 

R. EDGAR PERRINS, Town Clerk. 

THE REPUBLIC OF THE SUDAN. The sOnma ° 
Health requires the services of 2 CLINICAL PATHOLOGISTS 
for work at the Stack Medical Research Laboratories, Khartoum. 
Candidates must have the Diploma, Clinical Pathology. 
Appointment will be on a short-term contract for a period up 
to 5 years in salary range of £8.1750-£8.2330. Starting pay 
will be determined according to age, qualifications and experi- 
ence. A cost-of-living allowance is payable and an outfit allow- 
ance of £8.50 on appointment. Annual leave accrued at the 
rate of 7 days per month is granted. Free air passage on appoint- 
ment. No income-tax is payable in the Sudan. 

For further information and application forms 
Dr. E. P. Pratt, 137, Harley-street, London, W.1. 
reference “‘ Clinical Pathologists, 4/1218.” 
July. 


write to, 
Quoting 
Closing date 15th 





General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16A 
obtainable from the council. Mark envelope ‘‘ Vacancy.’ 

BRISTOL EXECUTIVE COUNCIL. Applications invited 
to fill a General Medical Practice VACANCY which will arise on 
30th September, 1957, urban. List at present approximately 
4560. 1 or more applicants, separately or in partnership may be 
considered. Residence and surgery available for purchase. 
Apply before 5th July, 1957, on Form E.C.16a obtainable on 
application to the Clerk, Bristo) Executive Council, 5, Alexandra- 
road, Bristol, 8. Please mark envelope “‘ C.”’ 
STOCKWOOD ESTATE (BRISTOL). Applications are 
invited for a General Medical Practice VACANCY in the Stur- 
minster-road area of the Stockwood Housing Estate which will 
arise on Ist October, 1957. There is no list but the successful 
applicant will be granted the Initial Practice Allowance, if 
eligible. The housing authority has contracted for the erection 
of 526 dwellings due to be completed by October, 1958, and it is 
anticipated that a total number of 900 new dwellings will 
ultimately be erected. Temporary residential and surgery 
Ss will be available to the successful applicant and 

permanent ee YK if required. Apply before 
oth Fay” 1957, on Form E.C.16a, ob able from the Clerk, 

xecutive Council, 5, Alexandra-road, Bristol, 8. 


Hospital Services : Non-Medical Appointment 


GROUP LABORATORY, MILE END HOSPITAL, Ban- 
croft-road, London, E.1. BIOCHEMIST coquared Medical 
ualification not essential ; experience in = tal biochemistry 
esirable. Research work quacunegee. Whitley Council salary 
scale and conditions of se 
Applications, stating age, qualifications, experience and the 
names of 2 referees, to the Secretary, Stepney Group —— 
Management Committee, Raine-street, London, E.1, by 28th 


June, 1957. 
Miscellaneous 


Thriving Nursing-home of 18 Beds in popular West 
Country resort. Lift. H. and C. all Bedrooms. Audited accounts 
show annem results. For sale as a going concern.—Apply, 
Address, No. 303, Tux LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 




















The Trade Marks set out below were assigned on &th 
March, 1957, by Ethicon Limited (formerly Ethicon Suture 
Laboratories Limited) of Bankhead-avenue, gg | rw iy b, 
to jthioon Inc., of New Brunswick, New Jerse = OY WIT, 
OUT THE GOODWILL OF THE BUSIN ss iw "WHI i 
THEY WERE THEN IN USE and in so far only as concerns 
the rights to the use of the marks on goods for export to and 
sale in Greece. 


No. Mark Goods 

540864 ETHICON All goods included in Class |1 
(Schedule III). 

706270 ETHI-PACK Nylon, omen. catgut, linen, 
silk and plastics all in the 
form of threads or filements 
for surgical purposes. 

728357 ETHICON All goods included in Class 3 
(Schedule IV). 

728358 ETHICON All goods included in Class 5 
(Schedule IV). 

Pharmaceutical aa Bayer Products Limited 

require a Doctor with a good scientific background (organic 


chemistry, pharmacology, bacteriol or pharmacy) or other 
ss qualified person for research liaison work. As the 
osition will involve considerable Continental travel, a know- 
edge of a European language is essential. The successful 
applicant will also be concerned with the evaluation of new 
drugs in Britain. The work is interesting, adequately remunera- 
tive and has good prospects in a fapidly expanding organisation, 
—Applications in confidence to the Managing tor, BAYER 
Propvucts LIMITED, Neville House, Eden-street Kingston-on- 
Thames, Surrey. 
Medical Officer required August/September by Mining 
Company in Sierra Leone. Interesting and constructive field work. 
——— should have wide general medical experience and 
ability to do emergency surgery. D.T.M. & H. an advantage. 
Commencing salary according to age and experience but not 
less than £2000 p.a. plus 5% bonus plus for married man, £10 
per month marriage allowance and £5 per month for each child 
under 18. Salary reviewed annually. Retirement under con- 
tributory pension scheme at age 55. Tours of duty approxi- 
mately 15 months followed by liberal leave on full salary in U.K. 
Return passage paid, free furnished quarters. Life Assurance 
and Dependants Income Schemes.—Write, ae full particulars, 
stating age, married or single to SIERRA ONE D&VELOPMENT 
.. moe Dept. MO. 2, City-Gate House, Finsbury-square, 
Rhokana Corporation Limited. A Medical Officer is 
required for Rhokana Corporation Mine Medical Service at 
Kitwe, Northern Rhodesia. There is a vacancy for a Medical 
Officer with an advanced qualification in medicine, preferably 
one who has had experience as Registrar. He will work under 
the Chief Medical Officer in association with the Physician 
already employed by the Corporation. His duties will include 
the care of patients in the Corporation’s hospitals (European 
and African) under the direction of the Specialist Physician, the 
holding of clinics and some general practice. The Corporation 
employs 10 medical practitioners inclusive of the above-mentioned. 
Salary is at the rate of £1700 p.a., part of which is deemed to 
be in lieu of private practice. A modern house of bungalow type 
will be available immediately at a nominal rental. Water is 
free and the charges for light are low. A motor-car is provided 
free for use within the Corporation’s area. There is a contributory 
pension scheme and a bonus is payable which varies with the 
profits made and is at present in the vicinity of 45% of salary ; 
it is paid in part at Christmas, on going on leave and in cash 
and a portion is deposited as compulsory savings withdrawable 
only on termination of service. Holiday leave is at the rate of 
51 days p.a. accumulative up to a maximum of 153 days. The 
Corporation pays the cost of the outward passage of the success- 
ful applicant and wife and family. 
Application forms can be obtained from 3 re CORPORA- 
TION LIMITED, 40, Holborn-viaduct, London, E.C 
Locum wanted for Medical Siparintandoak: St. Lucy’s 
Hospital, St. Cuthbert’s Mission, Tsolo, Cape Province, from 
Ist rch to Ist October, 1958. Duties comprise average 150 
inpatients, daily outpatient service of approximately 30 patients. 
Applicant must have had 4 years experience, have a knowledge 
= a ansesthetics, X-ray interpretation and emergency 
Salary (including cost-of-living allowance) £1200, plus 
£100 for each child. Rent-free house available. Nearest junior 
school 8 miles, senior school 40 miles. 
hes, oe post on staff might be considere 
to Dr. VAN DER WALT. St. Lucy’s Hospital. : 
Tanganyika. Medical Officer urgently required for 
Catholic Mission hospital. D.T.M. not essential.—Particulars 
from Dr. L. D. STIRLING, 17, Kensington-court, London, W.8. 
“Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimens of urine and £1 Is. fee. Heematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIFS, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 1s OME yee ara ae 
Applicants for posts r — testimonials copied or 
duplicated should comm wi MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street. S.W.1 (Phone: VICtoria 
0141), who are spec: ts in this kind of work. 
eer py any Highest prices paid for good modern types. 
Send or b your equipment for valuation.— WALLACE HEATON 
Ltp., 127, New Bond-street, W.1. 
Doctor’s 4-Berth a i wa let July, August, and Sept- 
ember. Private site close se: ding, safling. West Wittering. 
10 guineas weekly. —Richanom’ 2660" 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 
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~The new oral antibiotie == 
—\ therapy for 


common infections ©. 


: Combines the dramatic new antibiotic ‘CATHOMYCIN’ 1 c 
2 ' with Penicillin G, the most widely used ' , 
: antibiotic ever developed; this alliance ‘ : 
: : achieves the added advantages of / 
| both, while eliminating gaps ! ; 
\ in coverage presented by . f 
either antibiotic alone a 


‘CATHOPEN’ 


Sodium Novobiocin with Penicillin 





‘Cathopen’ Tablets are indicated for the immediate treatment of a wide range of 
common infections which in the past have frequently been treated with Penicillin alone, 
often with poor results. 


Some important infections where ‘Cathopen’ is indicated 


Tonsillitis Recurrent and persistent Infected wounds 
Pneumonia carbuncles Staphylococcal septicaemia 
Acute otitis media Bronchitis and enteritis 

Breast abscess Cervical lymphadenitis Whitlows and paronychiae 
Vincent’s angina Osteomyelitis Cellulitis 

Furuncles Erysipelas Urethritis 


‘Cathopen’ is easy to administer 
ADULTS: Two tablets q.i.d. CHILDREN: According to body weight; e.g., 50 Ibs., one tablet q.i.d. 


Packings: Bottles of 16 (Basic N.H.S. price 26/8d) and in dispensing bottles of 100. 
Each Tablet contains: ‘Cathomycin’ (as Sodium Novobiocin), 125 mg.; Potassium Penicillin G, 125,000 units. 


Literature will gladly be supplied on request 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. G&D 
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Take any Crowd: in it you are certain to find some who are 
hypersensitive to substances regarded as inoffensive by 
most of us. But discomfort and distress are not inevitable 
results of exposure to offending allergens. 

Whenever symptoms of allergy or sensitization limit the 


patients activities, treatment with one of the M&B brand 





antihistaminics jis indicated for prompt symptomatic relief. 


‘ANTHISAN’ 


urge chet ‘ANTHISAN’ 50 and 100 mgm. tablets « Elixir (25 mgm. per 


MEPYRAMINE MALEATE 


THE GENERAL-PURPOSE - -50/ j ini i 
savas tei 3-6c.c., approx. 1 teaspoonful) «2-5% solution for injection. 


‘ mH E N E R rh A \ , ‘PHENERGAN’ 10 and 25 mgm. tablets « Elixir (5 mgm. per 
iat ror aad 3-6c.c., approx. | teaspoonful) « 2-5% solution for injection. 


METHAZINE HYDROCHLORIDE 


re 


Detailed information is available on request 


THE ANTIHISTAMINIC WITH 
A PROLONGED ACTION 
MANUFACTURED BY MAY & BAKER LTD 











4" M&B brand medical product ~ MA 3643 


CMLL ll 


pisraiscrors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM - ESSEX 
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